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FOREWORD 


Iti Mangalore, in 1971, Father George Lobo gave 4 Jecture on — 
the moral theology related to birth regulation, to the Catholic 


Hospital Association assembled in annual convention. I made 


4 proposal from the floor that the Catholic Hospital Association 
accept Father Lobo as our consultant moral theologian. Al! 
raised their hands in approval. oe 

Father Lobo has now rendered our Association and the 
whole Church, especially in India and neighbouring countries, 
the superbly valuable service of providing us with an updated 
volume of health and hospital related ethics, 

The healing vocation is presented as symbolic of the recon- 
ciliation by which women and men tend to urion with God, and 
to fairness, peace and love among themselves. 

In consonance with the progress in the understandin of 
moral relationships in which we have all grown during the past 
ten years, Father Lobo’s presentation is person-centred, not 2 
web of regulations. The needs and values, human and spiritual, 
of people in society and of each individual, are recogriised. In the 
spirit of St Paul, the author is thrilled with the sense of the 
liberty which is the prized inheritance of the children of God. 


| Traditionally, the goodness or badness of actions has been 
determined by the nature of any particular act, by the motive 
inspiring it and by the circumstances surrounding it. In this 
volume, circumstances are given enhanced value. They indivi- 
dualise the morality of any action. They are so numerous and 
complicated, often personal and hidden, that probably the 
moral quality of the actions of no two persons is totally 
identical. 
, From this situation arises the dignity, responsibility and 
obligation of personal decision that reside in each one’s con- 


. 
, ‘ - 
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‘science. It is supposed, of course, that according to capacity, 
people study, consult and compare their opinions with tradi- 
tionally recognised norms of moral wisdom. 


Some law is essential to maintain reasonable tranquillity ° 
of social order. We are inspired, encouraged and consoled 
that Father Lobo commends to us the power of love as the 
supreme and eternal law that should guide and govern all 
interpersonal, social and human-divine relationships. The law 
of love, originating from God who is Love, is the source and 
foundation from whichs all moral judgments obtain validity. 

This precious manual, Medical Ethics, incorporating the 
latest healing related moral insights, deserves to be on the book 
shelf of every doctor, to be a text for schools of medicine and 

.- nursing, and to grace the library of every hospital, clinic and 
-dispensary. 

James S. Tong, S. J., 

Executive Director, 

The Catholic Hospital Association of India, 

The Feast of St Luke, October 18th, 1973. 


PREFACE. 


For many years I have had frequent opportunities for formal 
and informal talks with doctors, nurses and the clergy on the 
burning ethical issues regarding the ministry of healing. This 
has made me grow in appreciation for thé devotion with which 
medical personnel dedicate themselves to the service of ailing 
humanity and at the same time enabled me to be acquainted 
with their problems as well as their own thinking on ethical 
matters, This book is meant to be a further step in this process 
of dialogue. While proposing my views on the questions dis- 
cussed, I hope it will stimulate further thinking and also help 
in making concrete decisions which are ultimately the re- 
sponsibility of those actually involved. 


I have tried to interpret the teaching of the Catholic 
Church on medico-moral problems in such a way as to be most 
faithful to the values it is meant to defend and at the same time 
taking into account the complexity and exigencies of the con- 
crete circumstances. Every effort has been made to show that 
all the values involved in a case must be carefully considered 
before arriving at a practical decision. The conscious attempt 
to find a middle way between rigid legalism and exaggerated 
situationism may displease people of a too conservative or pro- 
gressive persuasion. But it was felt that such a risk had to be 
taken. 

It is the writer’s fond hope that any statements made will 
be understood and evaluated in the proper ‘context. It would 
be helpful to see the book as a whole since many points slight- 
ly touched upon in one place are treated at length in another. 
Though the book is meant to offer some practical guidance, 
this does not mean that it provides ready-made solutions. There 
is need for going beyond the facile approach: ‘This is allowed’; 
‘that is not allowed.’ An ethical decision is taken in the light 


7 


of a well-formed conscience which strives responsibly to em- - 
brace all the values as best as possible in a given situation. 
These values are embodied in what are called laws or norms 
whose usefulness and limitation must be recognised. 


Though the book is written in the Catholic tradition, the 
author has tried to extend the ethical dialogue with other 
Christians and with the modern secular world. Some of the 
best insights have been derived from Protestant writers like 
Paul Tournier, Michael Wilson and Paul Ramsey. The urgent 
problems of the world, especially in poor countries have been 
constantly kept in mind. Perhaps this book may help in making 
the Catholic viewpoint better understood by others and enable 
Catholics to bring their contribution to resolving such problems. 


While the present work has certain characteristic features, 
the author acknowledges his debt to previous writers. Much 
valuable help has been derived from older authors like Gerald 
Kelly. Among recent writers special mention should be made 
of Bernard Haring whose latest book Medical Ethics in some 
ways is a masterpiece. 

My thanks are due to Fr F. Timmermans, S. J., Sr Aquinas 
of the Medical Mission Sisters and Fr P. Horan, ‘S.J. for go- 
ing through the manuscript and making valuable suggestions. - 
Among many friends’ who have sustained my effort by their 
encouragement, I must mention Rey. Dr Paul Vazhapilly, Pre- 
fect of Studies of the Pastoral Orientation Centre, Cochin. It is 
as a result of a seminar on Pastoral Care in the Hospital which 
he organised last summer at the P.O.C. that the longstanding 
idea of writing this book finally crystallised. 
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George V. Lobo, S. J. 
Professor of Christian Ethics 
Vidya Jyoti 

Institute of Religious Studies 
23 Raj Nivas Marg 

Delhi-6, India 
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INTRODUCTION 
MEDICINE AND ETHICS IN DIALOGUE 


We tend to smile at the naive beliefs and practices of the 


ancients. When a man was laid up with fever, they would at- 


_ tribute it to an ‘evil spirit? who had disturbed: the ‘humours’ 


in him. The village doctor was brought in to exorcise the spirit 
with incantations and to restore the ‘humours’ with potions 
which were more or less effective. The man sometimes recover- 
ed and though he might have had to suffer from the tedious 
exorcisms and dietary regime, he was at least treated as an 
integrated whole. 


With Hippocratus in Greece, Susruta in India and others, 
a more scientific or objective approach to disease and treat- 
ment arose. But for centuries, this remained submerged under 
an excessively sacral view of life. With the advent of modern 
age, scientific medicine came to its own. As in other fields, 
medical science began to rigorously investigate cause and effect 
within the human organism and developed a very successful 


’ way of dealing with various ailments. In recent times, with anti- 


biotics, hormonal treatments, organ transplants and genetic 
engineering, medicine has made tremendous progress. Now 
mankind has a powerful tool to overcome congenital defects or 
the ravages of disease. We can never be too grateful for the 
spirit of dedication with which pioneers in the field of medicine 
have’ worked. 


For sometime, however, it has been realised that technical 
progress by itself has not wholly succeeded in restoring and 
fostering the health of man. Medical treatment has often 
tended to tackle the symptoms, leaving the basic cause un- 
touched, and that too with, undesirable side-effects. This is 
because a too mechanistic view of the human organism has been 
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unable to deal fully with the deep-rooted and complex ills of 
men. A certain type of dualistic philosophy has been responsible 
for separating the body from the soul, the first to be handled 
_ technically as if it were a machine and the second to be soothed 
with the comforts of religion. Within the field of somatic medi- 
cine, the technological spirit has invented so many specialities 
that, while they provide the «advantage of competence in deal- 
ing with different ailments, they tend to neglect man as a person 
in his uniqueness and wholeness, New advances in psychology 
and sociology have added two more dimensions to the traditional 
body/soul dichotomy of man. Each of these disciplines has 
in turn given rise to innumerable specialisations. While we 
cannot but rejoice at the rigorously scientific spirit with which 
the modern disciplines in medicine, psychology and sociology 
are pursued, we also feel the need for an integrated approach 
to the problems and ills of man. 


For a long time experts in medicine have been inclined 
to reject the aspect of religion in the etiology and treatment 
of illness, perhaps because of the dogmatism and narrow- 
mindedness of many votaries of religion. But now with in- 
creasing awareness of the need to cater to the total health of 
man, even this alienation is being overcome. 


A few years back, the American Medical Association dis- 
covered the need for sponsoring from its own resources a 
Department of Religion and Health. Its statement of aims is 
very revealing: ‘Throughout all of America there are - many 
individuals in all walks of life who are becoming deeply con- 
cerned with the necessity of maintaining the total health of 
man. It is widely recognised that a weakness in any one of the 
four factors of health—physical, spiritual, emotional or social— 
can and does militate toward illness in One or all three of the 
other factors, — ; 

The Department of Medicine and Religion of AMA brings 
together physicians and clergymen of all faiths to discuss the 
areas of need in their local communities in which the two pro- 


fessions working together may be of service to one another 
and to the patient and his family. 
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- Decisions are demanded from both physicians and clergy- 
men today in areas which in times past were not recognised. 
Because of dramatic advances in medicine, modern drugs and 
counselling procedures, members of the two professions often 
find themselves consulting with the patient or his family in 
regard to the decisions involving life and death. 


These decisions are not easy because usually, there are no 
black and white answers. Each illness, each patient, each 
family, presents a unique situation, and thus it is imperative 
that each is dealt with within the scope of its peculiar circum- 
stances. 


The confidence that the average famjly places in its clergy- 
man and physician requires that the two consult with each 
other whenever necessary. From their collective judgment will 
come the means for providing the most effective care and 
treatment of the patient as a whole man.’! ; 


The relation between medicine and ethics should be view- 
ed in a like perspective. In ancient times, with a totally sacral 
view of reality, any medical treatment was entirely dominated 
by the ethical values and norms prevalent in a particular - 
religious group. But with the rise of humanism and the new 
scientific outlook, and the corresponding development of 
medicine as an autonomous science, the link between medicine 
and ethics was loosened. But in certain communities like the 
Catholic Church, the practice of medicine was still largely 
regulated by the ethical norms proposed by ecclesiastical au- 
thority or determined by ‘approved’ theological writers, though 
they were supposed to be derived from the ‘natural Jaw’ or 
the law deriving from the very being of man himself. Medical 
men often felt that these norms were a sort of imposition from 
outside, but due to the general climate of docility to Church 
authority, they were generally followed. Now, due to the recent 
awareness of the importance of personal conscience and of the 
need for evolving an ethos that is derived from the felt ex- 


1 From thé folder Whole Man of the Department of Medicine and 
Religion of the American Medical Association. 
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perience of conscientious physicians, there has been a strong 
inclination to reject traditional medical ethics as arbitrary and 
unrealistic. 


Outside the Catholic Church, where there has not been a 
like tradition of an elaborately developed set of ethical norms 
governing the details of medical practice, there has appeared 
a somewhat contrary tendency to evolve ethical norms that 
would provide definite guidance for medical personnel. The 
horrible excesses of human experimentation in Nazi Germany 
and the growth of certain manifestly undesirable practices like 
fee-splitting and ghost surgery have emphasised the need for 
such ethical norms. Today, the term ‘ethics,’ ‘ethical’ and the 
like are commonplace in secular medical circles. 


Today, there should be no doubt about the need for 
medical ethics if one recognises the integrally human dinen- 
- sions of the process of healing. But medical ethics should not 
appear as an extrinsic constraint hindering the healing mission 
of the physician. It should be clearly seen as an essential 
dimension of this mission. 


The late Fr Gerald Kelly S.J., who was among the most 
prominent in the field of medical, ethics, in several cases used 
to emphasise that ‘good medicine is good morality.” He used 
to solve such questions as: ‘Is it licit te remove a still healthy 
appendix?’ by applying this adage. But he did not apply it to 
such problems as contraception and sterilisation. A reader of 
his works today might be inclined to ask: ‘Are there matters 
where goed medicine is not good mordlity?’ If so, there would 


be conflict between medicine and ethics, which would be most 
undesirable. 


This vital question can be resolved only by having a total 
concept of medicine and morality. Recent developments re- 
garding psychosomatic medicine, clinical psychology and public 
health have necessitated on the part of medical men and women 
a profound auto-reflection regarding the true goal of medicine. « 
The very power acquired by the medical profession over the 
processes of life and death has inevitably raised the ultimate 
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questions concerning the nature and destiny of man. While 
medicine is called to intervene in such social concerns as ecol- 
ogy and population explosion, it cannot ignore any of the values 
intrinsic to the human person and community. The question 
of moral values and moral norms, insofar as these express 
values, has of necessity to be faced. 


Ethics or moral theology, for its part, cannot function as 
an esoteric discipline of experts who propound principles and 
propose solutions without regard to the unprecedented devel- 
opments in medicine and the changed situation in which 
patient and doctor are placed today. It has to respect the 
legitimate autonomy of medical science and seek to serve the 
medical profession by guiding it in its auto-reflection on the 
human dimension of its activity. There can really be no conflict 
between genuine medicine and an authentic moral theology. 


This has been Jucidly exposed by Vatican II in the Consti- 
tution on the Church in the Modern World: ‘If methodical 
investigation within every branch of learning is carried out in 
a genuinely scientific manner and in accord with moral norms, 
it never truly conflicts with faith. For earthly matters and the 
concerns of faith derive from the same God. Indeed, who- 
ever labours to penetrate the secrets of reality with a humble 
and steady mind, is, even unawares, being led by the hand of 
God, who holds things in existence, and gives them their 
identity. 

‘Consequently, we cannot but deplore certain habits of 
mind sometimes found among Christians too, which do not 
sufficiently attend to the rightful independence of science. The 
arguments and controversies which they spark lead many minds 
to conclude that faith and science are mutually opposed. 


‘But if the expression, the independence of temporal 
affairs is taken to mean that created things -do not depend on 
God, and that man can use them without any reference to their 
Creator, anyone who acknowledges God will see how false such 
a meaning is,’2 < 


2 Art. 36, c, d. 
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It is the practice among Christians to turn to their clergy 
when they have an ethical problem regarding their profession, 
since the clergy are presumed to be well-versed in the prin- 
ciples of Christian ethics and sufficiently trained in offering 
useful guidance. But this is no substitute to personal reflection 
and decision. The nature of the guidance that can be expected 
from the clergy has been explained by the same constitution: 
‘Laymen should also know that it is generally the function of 
their well-formed Christian conscience to see that the divine 
law is inscribed in the life of the earthly city. From priests 
they may look for spiritual light and nourishment. Let the 
layman not imagine that his pasters are always such experts, 
that to every problem which arises, however complicated, they 
can readily give him a concrete solution, or even that such is 
their mission. Rather, enlightened by Christian wisdom, and 
giving close attention to the teaching authority of the Church, 
»let the layman take on his own distinctive role.’3 » 


So the role of the clergy is not to give ready made solu- 
tions, but to help the laity to make personal decisions in the 
light of right values and principles. Further, today it is to be 
expected that different members of the clergy would be spe- 
cially competent to help with regard to different areas of human 
activity. Lastly, all the members of the healing team should 
help each other in arriving at right decisions. 


—-—- 


3 Art. 43, ¢ 
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Chapter 1 
GENERAL ORIENTATIONS 


| 
A Patient as Person 


The patient is not ‘a case’ or ‘a bed number’ but a person with 

a unique character, a unique destiny and a unique problem. 
It is understandable that in the initial stages of the develop- 
ment of modern medicine, the focus has been on the disease, 
or on the physical, chemical and physiological aspects of the 
ailment. But of late, the importance of the psyche or of the 
emotions on bodily health or disease is rightly receiving prom- 
inence. It is becoming clear that it is not so much a question 
of an organ malfunctioning or of hormonal imbalance or of an 
abnormal rise in temperature, but of a person suffering, This 
insight calls for a method of treatment that is person-centred, 
that meets the unique need of a particular person experiencing 
a particular problem. 


The doctor pr nurse too is a unique person with charac- 
teristic needs ‘and aspirations. He or she cannot be considered 
as a mere cog in a huge interpersonal niachine of hospital or 
public health administration. Hence the healing process implies 
a person to person relationship between the healers and the 


patients. 


B Person-centred Morality 


1 The Christian concept of ‘vocation.’ Morality is not merely 
the observance of a set of rules, but it is a personal response 
to the call of duty. In the. Christian perspective, it becomes 
an I-Thou relationship viz, accepting the personal call of the 
personal God within the cormmunity. In other words, it is 
perceiving and responding to the divine call in the context of 
human brotherhood. @ 
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The Christian doctrine af the Trinity reveals that the divin. 
tty Rvelf is a cOmmunion of Persons. The Father, Son and the 
Holy Spirit are each absolutely unique in their personhood, 
bat are absolutely related in their divine communion, whieh és 
&,total and eternal exchange of life. The destiny of man con. 
sists in being called to share in this communion by trving to 
realise it gradually with the help of divime grace. 

Christ, as the supreme ‘man for others’ seveals this divine 


design for us, and effectively draws us into it through part: 
ipation in his saving death and resurrection. By Baptism we 


which Christ has brought, releases the creative energies 
for constructive service af others. } pate 


2 Responsibility. The Christian vocation must be given 


service. It is the exercise of respansibility being responsive 
= - - ne ¥ 
the inter-personal dialogue between God and man, and between 
each man and his neighbour. Responsibility is the same as 


_3 Gift and task. The basic call tgumorality is not an obit 
gation thrust upon us, but rather a gM offered beeen 
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Spirit who dwells in us and enlightens and urges us to give 
ourselves to others, According to the degree in which we 
freely lay ourselves open to the Spirit, we will make our lives 
_ fruitful. ‘The fruit of the Spirit is love, joy, peace, patience, 
kindness, goodness, faithfulness, gentleness, self-control’ (Gal. 
5,22), Doctors or nurses will see the special importance of these 
virtues in their life and work, The less freely we accept the 
call of the Spirit, the more burdensome becomes the duty of 
our state of life. But by allowing ourselves to be led by the 
Spirit of love, a task and duty can be transformed into joyful 
VEXVICe, 


4 Person-centred vs. ceed morality. In the past 
there has been too much concentration on the morality of indi- 
vidual acts. Beyond all individual acts and choices, however, 
there is the fundamental option or basic determination of self 
totally as a person. The personal ego, or the dynamic unity of 
self is more than the sum total of individual acts. The basic 
attitude of the person is use source of particular choices. 
Hence the importance of self-commitment of a person should 
_ be stressed. The main preoceupation should be to deepen this 
commitment, If this is in the right direction, authentic morality 
as self-surrender and service will be fostered. 


But it must be noted that ‘the basic, free self-realisation 
' of the subject always takes place in particular acts related to 
an object distinct from the person as a whole. The spiritual 
person can only attain basic free self-realisation when he 
emerges from his spiritual unity into the physically conditioned 
diversity of his development in space and time, to which his 
personal freedom of choice is directed.’1 


Hence we must understand the inter-dependence between 
the fundamental option of man and individual acts. Moral 
acts should not be thought of in isolation from the totality of 


the personality. Individual acts express only inadequately the 


1 Py. |. Fuchs, Human Values and Christian Morality, Dublin: cil) és Mac- 
millan, 1970, pp. 98-99. 
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basic self-commitment. Further, the exact fulfilment of ex- 
ternal duties is no guarantee for inner rectitude. It may per- 
haps be only a front for self-righteous pride or be the result 
of stifling mediocrity that is satisfied with the minimum. 


But a real conflict between person-centred morality and 
act-centred morality arises only when due to neurotic obsessions 
or compulsions one externally performs what one’s inner self 
largely rejects, as in the case of the drinking bouts of an 
alcoholic or that of the compulsive masturbator. 


Today, motive and purpose are rightly stressed, since these 
flow more directly from the basic self-commitment of the per- 
son. But the objective nature of the action performed cannot 
be ignored since the personal call is precisely to respond to 
the invitation of the Spirit as it generally comes through the 
demands of the situation and the norms basic to the nature of 
man. ae 

Hence an artificial opposition between basic self-commit- 
ment and individual acts should not be construed. If there was 
over-emphasis on the latter\in the past, it is no reason-why 
their importance should now be denied or neglected. 


C Primacy of Love 


Christian morality regards love as the highest moral value and 
on this point a profound agreement with the humanists and 
followers of other religions is fortunately possible. 


Biblical thought has as its central. point the idea of God, 
creating, ruling and saving mankind as a manifestation of his 
love. The revelation of the love of God reaches its climax 
when the eternal Word of God becomts flesh in Jesus Christ, 
and especially when Christ offers himself in sacrifice upon the 
Cross, goes up to the Father and sends the Holy. Spirit to be 
the new dynamic principle of love. Christ calls love his ‘new 
Commandment’ (Jn 13,34), since it receives a new depth and 


fulfilment in him. Love is to be the motive force of all the 
actions of the Christian. = 
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Man encounters in his surroundings a wide and apparent- 
ly juxtaposed variety of objects towards which his moral acti- 
vity can be referred. Still, this world is in many respects one 
since it is his personal environment through which he finds 
and fulfils himself. The world of things is of significance to 
man only because of personal relationships. The act of personal 
love for another human being is ‘the all embracing basic act 
of man which gives meaning, direction and measure to every- 
thing else. The one moral or fundamental act in which man 
realises himself is also the loving relationship with the concrete 
Thou in which he experiences, accepts or derives his basic 
reference to the Supreme Thou. Hence it is clear that love has 
a primacy over all other virtues. This does not mean that 
love is merely the greatest of virtues. It is something more 
than this. It is the ‘form’ of all other virtues, which make a 
man morally good only inasmuch as they are the- expression of 
love. 


On the contrary, love as such is only an empty word if it 

is not realised by the practice of the virtue corresponding to 
each area of human life. Just as there is no love without 
justice in the sphere of property,.so there is no true love with- 
out chastity in the sphere of sex. Hence, for instance, pre- 
marital intercourse, which is a violation of the sexual order, 
or the direct killing of an innocent human being cannot be a 
genuine expression of love, though some people may in gone 
faith think so on the subjective level. 


It has been rightly said that ‘what is most loving in a situa- 
tion is the most moral.’ This expresses the basic attitude with 
which all moral decisions must be made. But the problem re- 
mains as to what is most loving in a given situation. 


The’ doctor or nurse should above all cultivate the spirit 
of love, which is to be understood as the self-giving of the 
Christian after the manner of Christ’s sacrificial love. The 
generosity and dedication implicit in love should lead them to 
a large extent spontaneously to right moral choices according 
to the famous saying of St Augustine: ‘Love, and do what you 
will,’ 
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Since, however, there is always the danger of misunder- 
standing the true demands of love, we need the aid of the 
moral law to protect the authenticity of love. Properly inter- 
preted and applied, the law attempts to define and guard the 
outer boundaries of love beyond which lie injustice and self- 
seeking. ‘ 


Certainly, it is not sufficient to observe the minimal obli- 
gation of the law. The spirit of love must move the Christian 
to ever new heights of dedication. Thus it is not enough to 
abstain from killing, but one must strive to devote - oneself 
more and more to the service of life. 


_ There is a profound unity between the love of God and 
love of neighbour. Fraternal love’ is vital participation in the 
infinite love which God Has for us in Christ; it is a prolonga- 
tion of the divine love in our relations with others. So the 
love of neighbour is not merely the preparation, effect or 
touchstone of the love of God, but is itself an act of the love 
of God. Conversely, whenever a genuine love of the neigh- 
bour attains its moral absoluteness and depth, it is always so 
inspired by God’s saving grace that it is in fact also the love 
of God, whether the person is explicitly aware of it or not. So 
a believer cannot but acknowledge the hidden workings of the 
divine grace in those who, though not practising any religion, 
dedicate themselves seflessly to relieve the sufferings of sick 
humanity. But the explicit attention to God in prayer and wor- 


ship gives new depth and dynamism to the dialogue of human 
love. 


So the doctor and nurse are called to express their love of- 
God through their dedication to their patients. For instance, 
the extra gentleness of the hands of the nurse is itself a prayer. 
But they can sustain and deepen their spirit of loving service 
only if they also seek union with God in prayer. The inner 
movement of brotherly and sisterly love that inspires their dedi- 
cation calls for celebration in explicit acts of worship, in 
which -God is thanked for every good gift, and human stieiey 
is directed to its ultimate fulfilment. Service and meaningful 
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worship cement the bond between men and provide the in- 
spiration for greater acts of dedication and service. 


D Natural Baw 


There is much misunderstanding concerning this matter. 
That the concept of natural law is basic to morality is clear 
from the teaching of Vatican II. For instance, speaking of the 
morality of the means of .birth regulation, the Council says 
that ‘it must be determined by ‘objective standards, based on 
the nature of the human person and his acts.’2 As Bernard 
Haring puts it, the question of ‘nature’ is the crux of theology, 
philosophy and medicine.3 


Nature in ethics does not refer to physical or biological 
laws. It refers to the essential quality of man as man. The ex- 
pression ‘laws of humanity’ in the International Code of Medi- 
cal Ethics is equivalent to natural law. 


Natural law is the mode of behaviour demanded of man 
as the ‘image of God,’ as a personal and free being. It is the 
same as ‘the law written in our hearts’ (Rom. 2,15). 


In the past there was a tendency to look upon human 
nature and natural law in a too abstract or static way, more 
or less neglecting the dynamic and historic dimension of hu- 
man existence. As a reaction to this, some now tend to reject 
the whole concept of natural law. But others are rightly try- 
ing to renew it. They emphasise that God’s will cannot be 
read simply from the functioning of biological processes. 
Modern medicine itself has transcended a too biochemical per- 
spective and now approaches man within a more personalistic 
frame of reference.4 It 1s continually engaged in rectifying the 
functioning of biochemical processes and psychosomatic inter- 
actions. Medical ethics with its more direct reference to the 
total human personality cannot but adopt this holistic view- 
point. It should very specially stress personal, responsibility. It 


2 Constitution on the Church in the Modern World, Art. 51, d. 
3 Medical Ethics, Slough, St Paul Publications, 1972, p. 42. 
4 Cf, B. Haring, op. cit., pp. 48-49. 
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cannot afford to neglect many conflict situations in which one 
particular norm cannot be rigidly applied to the neglect of 
other aspects of the situation, 

But the effort to discern what human nature, transcending 
all historical, cultural and individual variations, demands as 
regards man’s ethical response is not altogether idle. Though 
‘nature’ as indicative of morality must be understood accord- 
ing to the totality of man’s being and vocation, in which case, 
the biological nature of man is only a partial aspect of his be- 
ing, still, certain basic features even at this level e.g., the nor- 
mal strueture of marital intercourse and procedures directly af- 
fecting human life, should be given due consideration, Hence 
modifying the digestive process and thwarting the procreative 
finality of marital intercourse cannot simply be considered as 
equivalent. While traditional morality is. dubbed ‘physicist’ or 
‘biological’ by certain progressive authors, one may ask whether 
their own view might not be excessively ‘angelical’ neglect- 
ing the incarnational aspect of human life and morality. 


E Guidance of the Church 


As the natural law is the divine law itself that is ‘written on 
the heart,’ the Church does not properly speaking legislate 
in this regard. There is no sense in speaking of ‘the law of the 
Church regarding contraception.’ The natural law ‘itself should 
be accessible to all those who have réached moral maturity. 
It is to be discovered by the common effort of thinking men, 
especially those directly involved in a particular sphere of 
activity. : 

But according to Vatican II, it is the duty of the Church, 
as the teacher of truth, ‘to declare and confirm by her authority 
those principles of the. moral order which have their origin 
in human_ nature itself.’5 The Council also affirms that ‘sons 
of the Church may not undertake methods of regulating pro- 
creation which are found blameworthy by the teaching of the 
Church in its unfolding of the divine law’6 
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If the Church defines a doctrine infallibly, then absolute 
asvent of faith is due to it. But so far, there has never been 
such definition regarding any specific moral question. How- 
ever, non-infallible does not simply mean fallible if this is 
understood as unreliable. , 

Concerning the assent due to non-infallible teaching of 
the Church, Vatican IL declares: ‘In matters of faith and 
morals, the bishops speak in the name of Christ and the faith- 
ful are to accept their teaching and adhere to it with a reli- 
gious assent of soul. This religious submission of will and mind 
must be shown in a special way to the authentic teaching 
authority of the Roman Pontiff, even when he is not speaking 
ex cathedra. That is, it must be shown in such a way that his 
supreme magisterium is acknowledged with’ reverence, the 
judgments made by him are sincerely adhered to, according to 
his manifest mind and will. His mind and will in the matter 
may be known chiefly cither from the character of the docu- 
ments, from his frequent repetition of the same doctrine, or 
from his manner of speaking.’7 , 

‘Religious assent’ implies openness to the teaching office 
of the hierarchy and the readiness to accept it loyally. It does 
not mean that study and discussion are foreclosed, since the — 
teaching by supposition is not infallible, and hence subject to 
revision. 

As regards the possibility of dissenting from non-infallible 
teaching, the Declaration of the Belgian Bishops.on Humanae 
Vitae is worth noting: ‘If someoi%e competent in the matter 
and capable of forming a well-founded judgment—which nec- 
essarily supposes sufficient information—after serious investiga- 
tion, before God, reaches different conclusions on -certain 
points, he has the right to follow his conyictions in this matter, 
provided that he remains disposed to continue his investiga- 
tion.’ 

Vatican II expresses the role of individual bishops thus: 
‘The bishops, teaching in communion with the Roman Pontiff, 


7 Constitution on the Church, Art. 25, b. 


are to be respected by all as witnesses of divine and Catholic 
truth, and the faithful have a duty to concur in the judgment 
which their bishop expresses in the name of Christ on matters 
of faith and morals, and by an act of religious submission to 
make it their own.’8 Nowadays, such a teaching role is in- 
creasingly fulfilled by episcopal conferences. 


The intervention of the Church in proclaiming the divine 
law is not meant to stifle consciences, but to be a guide. The 
faithful are supposed to react in a mature way, both with loyalty 
and with genuine freedom. They must try to understand the 
precise sense of the teaching and apply it taking into considera- 
tion all the factors involved in the situation. 


The Church, as the light of the nations, directs her teach- 
ing on the natural moral law to all people of good will. It is 
for the members of the Church to convey the true meaning 
and relevance of her doctrine to those not of the fold and 
give the lead in practising it in a mature way. 


F Sanctity of Personal Conscience 


Conscience has always been recognised as the supreme norm 
of morality on the subjective level, though its importance has 
become clearer in recent times. sf 
Conscience is the perception of the divine law in the 
depths of the soul. Vatican II describes its nature thus: “In the 
depths of his conscience, man detects a law which he does 
not impose upon himself, but which holds him to obedience. 
Always summoning him to love and avoid evil, the voice of ~ 
conscience can when necessary speak to his heart more specif- 
ically: do this, shun that. For man has in his heart a law 
written "by God. To obey it is the very dignity of man; accord- 
ing to it he will be judged. Conscience is the most secret core 
and sanctuary of a man. There he is alone with God, whose 
voice echoes in his depths. In a wonderful manner conscience 
reveals the law which is fulfilled by love of God and neighbour.’9 


8 Ibid, Art. 25, c. 
9 Contunution on the Church im the Modern World, Art, 16. ads 
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There is no doubt that one is bound, not merely in this 
or that matter, but always, to follow the dictates of his clear 
conscience. However, conscience, the core of the personality, 
is a most complex reality where severa!, often conflicting forces, 
are at play. 

1 On the level of instinct, there are first one’s sponta- 
neous drives. ‘There is always the danger that one may mistake 
one’s ill-regulated feelings as ‘conscience.’ Then there are the 
introjected pressures from society, or the ‘super-ego,’ according 
to Freud. Many think that they are following their ‘conscience’ 
or their ‘convictions’ when they blindly yield to the taboos and 
prejudices acquired in early childhood, oy are the unwilling 
victims of social pressures like the dominant fashions in think- 
ing and acting of a given time or place. 


2 Conscience is properly found on the rational or ethical 
level, where an interior law is realised as a function of self- 
development corresponding to the deepest aspirations of the 
inner self. It is the power of discovering what will promote 
authentic self-realisation. 


‘3 Still on a higher or religious level, conscience invites 
us to go beyond the limited growth of ‘one’s own individual 
being towards loving and total self-donation to God and one’s 
fellowmen.10 


Each of these factors should be carefully evaluated in 
order to have a right conscience. Well-ordered feelings are an 
indication of the ethical demand and hence there is need for 
cultivating right feelings like sensibility to the suffering of 
others. Social pressures must be transformed into free and- 
loving communion with others. The rational or ethical level 
of conscience should be developed by diligent reflection on 
ethical values and principles. The religious level of conscience 
must be deepened by fostering an awareness of the inner pres- 


A 


10 Cf. L. Monden, Sin, Liberty and Law, London, Chapman, 1966, 
pp. 4-16. 
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ence of God and learning. to discern the movements of the 
Holy Spirit from disordered self-love. 


Vatican II warns that conscience frequently errs, though 
without thereby losing its dignity.11 ‘The more that a correct 
conscience holds sway, the more persons and groups turn aside 
from blind choice and strive to be guided by objective norms 
of morality.’12 


~~ 


It is interesting to note that in the very document on 
Religious Freedom, the Council declares that ‘in the formation 
of their conscience the Christian faithful ought carefully to 
attend to the sacred and certain doctrine of the Church.’ 


According to traditional doctrine, i) in doubt as to the law- 
fulness of an action, one must first (prayerfully) reflect. Then 
one must consult specialists or reliable books, according to 
their availability and the- importance of the matter. If the doubt 
persists, ie, there are solidly probable reasons for either side, 
one is free to choose whichever side one prefers. This is called 
the Principle of Probabilism. The Christian’s choice will be 
inclined to that where he thinks he can do greater good or 
render greater service. 


ii) In a perplexed conscience, or a subjective state of 
mind in which a person is placed between two alternatives 
and fears, that he will sin no matter which one he. chooses, 
if the decision cannot be delayed, one must choose what he 
sincerely thinks is the lesser evil. What is objectively wrong 

does not become positively good in the’ situation, but because 
we are sometimes caught between two evils in our fallen state, 
we have then no other alternative but to choose the lesser 
evil. Put in a more positive way, in a situation of conflicting 
duties, one must choose the greater or more urgent duty. 


Morality of growth. In their pastoral guide to the encyclical 
Humanae Vitae, the French bishops remarked: ‘Man advances 


. 


Il Constitution on the Church in the Modern World, Art 16, -c. 
12 Art. 16, b. 
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along the way to holiness only patiently through setbacks and 

‘recoveries; it is a daily combat waged ‘in a spirit of hope. The 
whole of existence is a blend of good and evil. The essential 
thing is that, in spite of this ambiguity, the sense of life and 
of love mature with loyal fidelity to truth.’13 — 

Christian perfection is only the term of a long and labori- 
ous process. We cannot expect to:resolve all doubts immediate- 
ly. We should not desire to acquire ,a state of self-righteous- 
ness, but humbly seek the truth and try to adhere to it. The 
present ferment in ethical thinking should not cause disorienta- 
tion or discouragement, but must be accepted as an opportunity 
of deepening our commitment to ethical values. 


_G Principle of Totality and of the Double Effect , 


1 Traditionally, the principle of totality was restricted to the 
somatic aspect of life:’ ‘Any treatment, including mutilation - 
is licit if it is necessary for the saving or the well-being of - 
the whole individual organism.’ ‘: 


The first major breakthrough came when the question of 
organ transplants from living donors arose. Those who thought 
this legitimate held that it could be justified, not by the prin- 
ciple of iotality, but by the so-called principle of charity. 
This was not a very accurate way of speaking since charity or 
love is the comprehensive. value that determines the entire 
moral activity, and not merely a few isolated cases. So, gradual- 
ly, it became clear that the principle of totality would have to 
be expanded to include, not only the somatic good of the hu- 
man organism but his spiritual well-being as well. Thus, for 
instance, the donation of an organ for transplantation, would 

_be motivated by sacrifice for another which would result in 
the spiritual fulfilment of the donor. 

Many recent authors give the principle of totality the 
widest application. For instance, Bernard Haring affirms: ‘The 
main criterion is the principle of totality—not a totality of 

,mere organic functions but a perspective of wholeness that 


4 


13 Cf. The Catholic Mind, 67 (1969, Jan.) 57. 
33 


considers the total vocation of the human person. It is not 
just a question of the meaning of the bodily organism; the 
most urgent issue relates to the meaning of an integral human 
life in response to man’s earthly and. eternal values.’14 He 
then defines this all-embracing concept in this way: “The dignity 
and well-being of man as a person in all his essential relation- 
ships to God, to his fellowmen and to the-world around him.’15 


Expressed in this way, the principle provides a powerful 
sense of direction. But it becomes merely.a ‘formal principle.’ 
It does not suggest what exactly: in. each matter conduces to 
the ‘dignity and well-being of man as a person in all essential 
relationships.’ It still leaves open the question whether there 
are same actions that necessarily violate the basic rights of 
the human person, e.g., the direct termination of human life. 
So the need for other principles still remains. 


2 Principle of the double effect. Man is accountable for 
- all the results of his free decision, whether it is through a 
positive act or through failure to act. His responsibility ex- 
tends not only to what his act directly tends towards (direct 
voluntary), but also to the unintended consequences which he 
foresees will result from his act (indirect voluntary). 


One cannot always prevent one’s good act from producing 
also an evil effect. In such cases, the lawfulness of the act is 
determined by what is known as the principle of the double 
effect. ‘Doing an action that’ has an evil effect is lawful, if the 
action is good in itself, the intention is directed solely to the 
good effect, the good effect is not achieved through the evil 
effect, and there is sufficient (proportionate) reason to per- 
mit the evil effect.’ More briefly, it could be put in this way: 
‘One is justified in permitting incidental (indirect) evil effects 
from one’s good actions if there is proportionate reason.’ Thus, 
if there would be danger of provoking abortion by a life-sav- 
ing drug, one would be justified in taking the risk when there is 
no other remedy available. 


15 Ibid. 
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Of late, several authors, find this principle redundant. 
According to them, there is no distinction between direct and 
indirect effect; the consequence, for instance, of provoking 
abortion is only a physical evil: there is no such thing as an 
intrinsically evil action which can be externally or juridically 
defined; the morality of killing a human being or of extra- 
marital intercourse would depend upon the situation. 


It is true that the distinction between direct and indirect 
effect can be overdrawn (cf. chapter on Abortion). But it 
seems to be too hasty to suppress all distinction between posit- 
ing an action whose sole immediate effect is the death of an 
inmocent person, and an action that only incidentally results in 
such a death. So the principle of double effect would seem 
to still have at least a limited validity. 


H Ethos, Medical Ethics and Ethical Codes 


\ 


Bernard Haring has done well in clearly distinguishing be- 
tween these. — 


1 Ethos comprises the distinctive attitudes which charac- 
terise the cultural outlook of a professional group. ‘It includes 
a definite tradition, a sharing in customs and common experi- 
ences and commitment to a particular system of values.” 


The ethos of the physician has always been noted for its 
dedication to the service of ailing humanity. In the past, it 
was always characterised by close personal relationship with 
the patient and his family. The tremendous developments in 
medicine have added new dimensions to it. Now the medical 
profession ‘is consciously or unconsciously orientated by’ three 
convictions pregnant with hope: in principle, there is no deadly 
disease, no inevitable disease and no incurable disease.16 
Such an outlook calls for indefatigable research and broad 
Sharing of insights. Specialisation should go together with 
‘ team-work, The physician should also be careful to preserve 
‘what was best in the traditional ethos, viz.,: dedication and 


16 Cf. B. Haring, op. cit., p. 27. 


personal touch. The need for the latter has been more and more 
revealed by the discoveries of modern psychology. 


2 Medical Ethics is a systematic effort to elaborate the 
perspectives and ethical norms governing the medical profes- 
sion. As has already been remarked, this is not meant to be a 
stifling imposition from without, but in fact is a reflection on 
the human values implicit in medical care and hence is an 
indispensable guide to achieve the true good of the patients 
and the physicians themselves. 


Medical ethics at times adopts the case method. But it is 
to be noted that a ‘case’ never représents an actual situation. 
It is only a typical pattern. It does not. necessarily provide 
ready-made solutions, but it is a valuable exercise in ethical 
reflection. 


/ 

3. An Ethical Code is a set of guidelines that guarantees 
and fosters the genuine ethos of the profession. Ideally, it is 
formulated by members of the profession itself, though with 
the help of the specialists in ethics. It would be be good to 
involve the society .at large. 


Most such codes are more or less derived from the Oath of 
Hippocrates and strongly influenced by Christian Humanism. 
An ethical code needs constant revision according to contem- 
porary values and insights, but care must be taken to preserve 
what is essential to human dignity and freedom. 


In some countries, the. bishops propose a code in which 
Catholic positions on important issues are stated. Such a code 
will be effective if the profession is involved in its formulation 
and appeal is made to the professional integrity of medical 
personnel and is not just imposed from outside. 


Particular hospitals may also have policy statements taking 
into account the ethical convictions of those who sponsor and 
manage the institutions and the concrete situations of time and 
place. All medical personnel are normally bound to observe 


these policies, though today it does not help to impose them too 
rigidly. 
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Chapter 2, ‘ 


IN THE SERVICE OF LIFE AND HEALTH 
A Dignity of the Human Body 


Man is not a pure spirit imprisoned in the body or just united 
with the body, but is essentially an embodied: spirit or an 
animated body. The intimate union of soul and body is mani- 
fested in the human mode of communication which Jean 
Mouroux expresses thus: “We enter into communion with all 
that we are; and because it is penetrated through and through © 
with soul, because it reflects, offers and conveys the soul, the 
body is the medium by which the mental presence of souls is 
brought about. Not by ideas only, or by volition and conscious 
gestures, but by the whole man down to his very flesh; and that 
is doubtless why human communicn is at once so aeaP and so 
mysterious.’1 


-The eternal Word of God Piahipksted himself to us in 5 the 
Flesh and redeemed us through the sacrifice of his bodily life. 
His risen Body is the means by which his divine life is com- 
municated tc us. Now our bodies are the ‘members of Christ’ 
(1 Cor. 6,15) and ‘temples of the Holy Spirit’ (v. 19). So we 
must ‘glorify God in our bodies’ (y. 20). 


‘Hence, though there should be no materialistic idolisation 
of the body, it should be respected and properly cared for. 


‘The Church has always shown for the body a care and 
respect which materialism, with its idolatrous cult, has never 
_ manifested. ‘Which is, after all, quite natural, cofisidering that 
materialism sees in the body nought but flesh, whose strength 


oP or he Meaning of Man, New York, Doubleday, Image Books, 1961, 
p. 59. 
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and beauty, bud and flower only to fade and die, like the 
grass of the field which finishes. as dust of the earth. The 
Christian concept is very different. The human body is, in 
its own right, God’s masterpiece in the order of visible creation. 
The Lord has intended that it should flourish here below and 
enjoy immortality in thé glory of heaven.’2 


The doctor or nurse always deals with the whole person, 
but still has often to handle the body. They should be aware 
that it is not a lump of flesh, but an extension and expression 
of the human spirit. Addressing doctors and nurses, Pius XII 
declared: ‘Blessed is your devotion, which sees the living 
temple of the Holy Spirit in those bodies reduced by illness, 
disfigured by injury and paralysed by infirmity.’3 , 


Christian piety treats even a dead body with respect. How- 
ever, offering one’s body or organs after death for the progress 
of medical science or for the good of another is to extend the 
exercise of love beyond death. » | 


B_ Sanctity Ae Human Life - 


Life is much more than physiological processes. So far from 
physico-chemical mechanism creating life, it is actually life 
which directs their mechanisms and communicates to them 
their particular development to a definite end. 


The Old Testament stresses the value.of bodily life. -It is 
viewed as the fulness of power, the vibrant pleasure which 
accompanies the exercise of vital functions, integration with 
the world and with one’s*society. A long life is regarded as 
a priceless blessing. Israel desires that it may be well with 
them, that Yahweh may give them life (Dt. 6,24; Ps. 34,13). 
Still, there is no value in a long life as such without good 
works (Ec. 6,3). Those are to be praised who have become - 
perfect in agshort time (Wis. 4,13). 


2 Pius XII, Allocution to Sporting Associations, May 20, 1945, Discorsi 
e Radiomessaggi, VII, p. 56. 


3 Allocution of September 6, 1950, Discorsi e Radiomessaggi, XII, p. 194. 
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The Bible portrays life as a force proceeding from the 
Creator ‘and animating the creatures. The life of man is in the 
hands of Yahweh so much so that he is often said to give life 
when we should speak of his preserving it. It is constantly a 
new gift. True life is maintained by the love of God and fidelity 
to his commandments (Dt. 4,1; 6,24). So human life is not 
mere vital existence or mefely physical and biological reality; 
it is an ethical and religious reality whose health and vigour 
ultimately depend upon integration of the human will with 
the divine will. 


According to the New Testament, life is given to us as a 
sacred trust. The fulness of life is eternal life after death. That 
is why the salvific mission of Jesus is often conceived as the 
bringing of life. 


Bodily or earthly life is extremely precious. It is the time 
of favour in which man is tested and tried: ‘We must work © 
while it is day’ (Jn 9,4). It is the unique opportunity of con- 
tributing one’s share in the building up of the earthly city 
so that thereby the heavenly city might be prepared. While 
on earth,’each one has a unique task to fulfil, which no one 
- else can perform. Eternally, a man will be what he has made 
of himself during his earthly pilgrimage, and human society 
will be for ever marked by his passage and actions even though 
it might be in the most hidden manner. 


Yet our bodily life is not a supreme or absolute good. It 
has a genuine value only if it is spent in the service of God 
and neighbour. We should not cling to it in a way that it be- 
comes an obstacle to our vocation of love and service. Jesus 
warns that his disciple must be ready to ‘hate’ his life (Lk. 
14,26), ie, he must not be so preoccupied with preserving his 
‘bodily life as to lose sight of its meaning. ‘He who finds his 
life will lose’ it, and he who loses his life for my sake will find 
it’? (Mt. 10,39). 


Man must be ready to risk his life in the service of his fel- 
lowmen. No progress in any human venture is possible without 
‘risk. If one tries to avoid all risk in life, then he paralyses his 
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life or renders it sterile. So prudence must come in to weigh the 
good to be achieved and the danger feared. Doctors and nurses 
have often to expose their life and health in their professional 
service. They should keep this principle in mind. 


_ God aione has sovereign dominion over human life. Hence 
it is inviolable. The Church has constantly and firmly_upheld 
this principle. For instance, Pius XII has affirmed: ‘Every human! 
being even a child in the mother’s womb, has a right to life 
directly from God and not from the parents or from any human 
activity. Hence there is no human authority, no science, no 
medical, eugenic, social, economic or moral ‘‘indication’’ that 
can offer or produce a valid juridical title to a direct deliberate 
disposal of an innocent human life.’4 


As human life is made to the image of God (Gen. 1,27), 
there is no such thing as a valueless life, whether in the begin- 
- ning or the end of human existence. ‘The inviolability of the. 
life of an innocent being does not depend on its greater or 
lesser life.’5 


Vatican II uses very strong language regarding attacks 
against human life: ‘Whatever is opposed to life itself, such as 
any type of murder, genocide, abortion, euthanasia, or wilful 
self-destruction ... all these things and others of their like are 
infamous indeed.’6 


C_ Christian Meaning of Death 


Death is the supremely decisive event in man’s earthly history. 
It is a summons to a decision that is irrevocable. 


We naturally shrink from death since it means (temporary) 
dissolution and break from our earthly attachments. The Bible 
takes this aspect of death seriously. It describes with heart- 
rending realism the anguish that men experience in the pres- 
ence of death. The Bible understands and shares the natural 


4 Allocution to Midwives, October 29, 1951, A.A.S., 43(1951) 838. | 


5 Pius XII, Allocution to Families, November 26, 1951, AA.S., 43 
(1951)858. 


6 Constitution on the Church in the Modern World, Art, 27; 2. 
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horror of the prospect of death, and does not condemn it. The 
Book of Job calls death ‘the king of terror’ (18,14). Paul calls 
it the last enemy to be destroyed (1 Cor. 15,26). So fear of 
death is not necessarily lack of faith. To have faith does not 
mean to be superhuman, to imagine that one is not subject of 
fear; it means rather admitting one’s weakness and receiving 
spiritual strength to overcome it. 


The fear of death is present in all men. It was Pascal who 

said that we spend all our lives trying to take our minds off it. 
Some manage more or less to repress it. But psychoanalysts 
like Jung tell us that it is there lurking in our subconscious. 


The artificial culture of living tissues carried out since 
Carrel has at least cast doubt on the theory that we must die 
just because we are made up of organic tissues, that it was the 
death of the parts that brought about the death of the organism 
as a whole. But, since the parts suitably, preserved can con- 
tinue to live indefinitely, it is the destiny of the organism as a 
whole that seems to govern the death of the parts. | 


The Bible gives the true explanation of death. God had 
warned Adam and Eve that ‘eating of tree of knowledge of 
good and evil’ ie, declaring a proud autonomy from the source 
of their being would surely result in ‘death (Gen. 2,17). But the 
serpent came and said: ‘You shall not surely die’ (3,4). Man, 
by sinning cut himself off from God, disturbed the order of 
creation, and the inevitable consequence was death. ‘Death 
came into the world through sin (Rom. 5,12). ‘The wages of 
sin is death” (6,23). 

It would be a mistake to think that the death spoken of 
by the Bible is only ‘spiritual’ death. It includes physical death } 
as well, the concrete death against which the doctor is fighting 
every day, the death which he tries to ward off in a case of 
heart-failure, the death against which the psychiatrist tries to 
protect a melancholic obsessed with the idea of suicide. 


Though in the present state resulting from the Fall, the 
end of earthly life is experienced as.a painful separation, still, 
death is really a call to a higher life. The limitations of the 
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present mortal life become tolerable only because of the hope 
of true immortality. Freedom ‘enters into the dominion of | 
becoming and of openness to further development only in order 
to achieve its fulfilment. In order to arrive at its final perfec- 
tion, it must will death as that which ends the mere’ prolonga- 
tion of temporal existence. So, as Karl Rahner puts it, in our 
depths we crave for that which is imperfect in us to be brought 
to an end.7 


Christ, by undergoing death as an act of loving obedience 
to the Father, in contrast to Adam’s rebellion, has overcome 
the sting of death. He has transformed the curse of death into 
the greatest manifestation of trust.in the Father, and solidarity 
and love for all men. By sharing in his sacrificial death a Chris- 
tian experiences Christ’s victory over death. St John says that 
‘He who believes in me though he die, yet shall live, and who- 
ever lives and believes in me shall never die’ (Jn 11,25-26). 
Faith in Jesus does not protect.one from physical death, but 
it gives assurance that he shall not undergo everlasting death, 
that his death will be redeemed. 


For the materialist, death signifies the meaninglessness of 
life. For the hardened sinner, death becomes the final event of 
alienation from God and fellowmen. But for the dedicated 
person, death is only the final fulfilment of love. 


The ultimate act.in which a man decides his destiny 
totally and irrevocably is the act in which he either accepts 
his creaturely dependence on God or rebels against his utter 
impotence. Hither he yields up everything aes or it is 
snatched away from ‘him. 


Dying in the personal sense does not occur only at the 
time of clinical death. We are dying all the time; every moment 
of life is a stage towards the ultimate goal. Life is paradoxically 
a process of dying and death the culmination of this lifelong 
process. Each decision in life prepares for the ultimate one. 


econ 


7 Theological Investigation, London, Darton, Longman & Todd, VII, 
pp. Qc5ff. 
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On the deathbed, there is either definitive acceptance of God’s 
loving design or despairing last rebellion. 


The attitude of the doctor and nurse to death is of crucial 
importance. It is their duty to fight off death with all their, 
skill. and diligence unto the last because of the inestimable 
value of bodily life. They will, till the end, uphold the patient’s 
hope and strengthen his will to live. But a moment comes 
when they realise that medical science can do no more. If then 
‘they have a positive attitude towards tha event of death, they: 
will still be able to bring: comfort to the patient and his family. 
Otherwise, they will tend to shrink away efrom the painful 
reality of death. This can lead to various direct and indirect 
forms of avoiding the ‘condemned’ patient. 


Oho of the reasons for not telling the dying patient about 
his condition may well be that one has not yet come to terms 
with one’s own dying. ‘I am quite certain that by our impo- 
sition of silence, denial, deception and isolation upon the dying 
person, we cause suffering and help to bring about a state of 
premortem bereavement loneliness and a sense of abandonment.’8 


The doctor or nurse can have three ways of looking at 
death:9 (i) impersonal—I—it relationship. The patient who was 
‘the carcinoma of the lung, third bed down on the left as you 
enter becomes an interesting autopsy problem’; (ii) interpersonal 
—objectifies the death of the other one. It is still someone else’s — 
death. The reaction may be of grief or a sort of jubilation at 
survival; (iii) intrapersonal—being able to face the prospect of 
one’s own death. Then the doctor or nurse would be able to 
empathise with the patient. If the patient has already culti- 
vated this attitude with regard to other people, he will be able 
to accept his own death more easily. | 

Medical personnel should not think of medical or nursing 
‘problems’ but of people dying. It would be useful to note thé 
normal sequence of the patient’s reactions at the knowledge 


8 W.A. Cramond, “The Psychological Care of the Patients with Ter- 
minal Illness, Nursing Times, 69(1973)340. 
9 Ibid., 339. 
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of oncoming death.10 (i) surprise/denial—‘not me’; (ii) anger— 
‘why me?’ The anger is often displaced on to others, the patient 
becoming demanding and critical. Great patience is needed in 
handling this phase; (iii) depression—the patient should be 
‘allowed to express sorrow with understanding; (iv) acceptance 
—a certain peace and calm. The comfort of faith is very valu- 
able at ‘this stage, though all should respect the particular 


beliefs of the dying person in dealing with him. 


D Meaning of Health. 


Health, empirically, is the balanced functioning ‘of the organism. 
But human health cannot be adequately defined merely on 
the physiological level. : ; 

‘Physical vitality is highly desirable, but is not the supreme 
goal of life. It is not an end in itself. An excess of it may 
even stifle the spirit. 


Athletic stamina or the maximal vibrancy without fatigue 
and directed to a limited goal is in itself not the ideal of 
health. 

Much less can physical fitness for a certain function like 
factory work be considered the perfection of health. One has 
also to be able to fulfil his family and social roles. Bernard 
Haring has given a very good description of integral human. 
health: ‘Health cannot be defined from a mere study of the 
body; we must consider the whole person in his human 
vocation and final destiny. A comprehensive understanding of 
human health includes the greatest possible harmony of all 
of man’s forces and energies, the greatest possible spiritualisa- 
tion of man’s bodily aspect and the finest embodiment of the: 
spiritual. True health is revealed in the self-actualisation of the 
person who has attained that freedom which marshalls all 


available energies for the fulfilment of his total human voca- 
tion.’11 


10 Cf. M.A. Simpson, ‘What Is Dying?’ Nursing Times, 69(1973)405- 
408. 


ll Op. cit., p. 154. 
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There is no such thing as a uniform standard. Each one has 
to preserve his health, ie, the condition that would be the 
best possible fulfilment of his total vocation. 


The ancient Romans held up the ideal of ‘a sound mind 
in a sound body.’ A sound body is ordinarily a greet asset 
for intellectual and./spiritual attainment. But man is able to 
transcend the weakness of the body and reach extraordinary 
achievements in spite of some physical weakness or disability. 
‘Even a neurosis, though usually a big handicap, is not an abso- 
lute bar to holiness.- : 


Hence physical vitality and organic balance should be 
fostered by all means, but never losing sight of the total voca- 
tion of man. One must be ready to risk his health, even life 
itself, in the service of one’s fellowmen. The doctor should 
hot insist on a regime that neglects the essential and urgent 
duties of a patient. On the other hand, one must'never squander 
the precious gift of health even under the guise of a false 
“asceticism. a 


E Meaning of Sickness 


Sickness may be empirically defined as an imbalance in the 
physiological or psychic functioning of man. All sickness is 
sign of the final dissolution of the organism in death. 


' The ultimate cause of sickness, as of death, is alienation 
from God, which results in alienation from others, inner 
disharmony and disturbance in the material world that is 
essentially linked with man’s destiny. It is not that every sick- 
ness is the result of personal sin. Though many illnesses are 
brought by more or less voluntary excesses in food, drink, - 
etc, still, often a perfectly innocent person like a small child 
is the victim of the accumulated negligences and improvidence 
of society or of past generations. 

So every physical disorder is not a sign of a corresponding 
moral disorder. Much harm has been done by the idea of a 
strict relationship of cause and effect between disease and sin, 
Many have had to undergo indescribable anguish because their 
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ills have been thought to be the result of their actual sins. 
Jesus has clearly set aside such a correlation. When asked: 
‘Rabbi, who sinned, this man or his parents, that he was born 
blind?’ the Lord answered, ‘It was not that this man sinned 
or his parents’ (Jn 9,2-3). : 

The patient who comes for medical treatment does not 
want a sermon or an exhortation to repentance, but help in 
his ailments. At times some can come to a psychiatrist bearing 
a burden made up of an inextricable mixture of guilt and suf- 
fering. Even in this case, the patient needs understanding, and 
in this atmosphere, he could be helped to face his moral res- 
ponsibilities. : ae 

Sickness itself is an evil. Not only does it cause physical 
disability and suffering, but it ordinarily tends to paralyse the 
functioning of the mind and provokes impatience, frustration, 
anxiety and even rebellion and despair. Often the attention 
is so narrowed down to the afflicted area or particular symptoms 
that one finds it extremely difficult to rise above this narrow 
preoccupation. The real or apparent negligence of relatives 
can aggravate insecurity and anxiety. Hospitalisation can have 
further deleterious effects if the atmosphere there is cold and 
impersonal and if the patient experiences the treatment more 
as some sort of experimentation rather than an expression of 
human care and concern. 


Bernard Haring mentions the following factors that can 
have an adverse effect on the morale of the patient: lessened. effi- 
ciency, the waning beauty and unattractive attire, exposure to a 
misguided compassion, fear of contaminating or burdening oth- 
ers, the uncertainty of the future, gradual loss of physical 
‘ strength needed for action, the humbling dependence on others 
restricted social contacts, the inability to fulfil one’s role in the 
family.12 While symptoms like pain and heart disturbances 
themselves cause discomfort, the side effects of modern potent 
drugs may worsen the situation. 


Hence it is not at all strange that patients often reveal hyper- 


12 Op. cit., p. 161. 
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sensitivity and irritability. If this antagonises those who care for . 
them, a series of action and reaction may set in. So’sickness can 
prove to be a time of trial and temptation. 


But sickness can also prove to be a time of grace. The per- 
sonal experience of sickness reveals the frailty of man’s mortal 
existence. It draws attention to the weakness of the human 
condition, and the need for turning to God in humble submis- 
sion and confidence and radical change of heart. Suffering can 
‘sharpen the sensibility, and enforced inactivity can provide 
the opportunity of facing the deeper questions of life which 
till then an hectic activity may have placed in the background. 
In the case of psychosomatic illness, the event can well be a 
turning point in one’s life. The need for depending on others 
can open the way to a new experience of human solidarity. 
One who reacts properly to sickness often comes out of it with 
greater sensibility to the suffering of others and a compassion- 
ate attitude to sick people. , 


Whether the element of temptation or grace will predomin- 
ate depends upon two factors: : 


(i) the way the patient himself accepts the sickness—as a mere 
curse to be endured or an opportunity. Even the tendency to- 
wards self-centredness during the ttme of sickness should be 
discerned as manifestation of latent egotism and used as an 
opportunity for conversion; (ii) the way the medical personnel 
and cthers behave towards the sick person. There is need for 
an empathetic understanding of the patient’s psychology and 
for handling his problems with patience and love. 


Today it has become evident that sickness is not just a 
physical event to be treated merely with drugs or surgery. 
While the very best medical therapy must be used to deal with 
the symptoms, still the deeper significance of the illness should 

be noted. 

Many diseases are the organic manifestations of deep 
psychic problems like in the case of migraines and peptic 
ulcers. Some, even though not predominantly psychogenic, 
are at least partially due to emotional disorders. Even a pure- 
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ly physical affliction like injury in an accident brings with it 
any number of psychic problems and thus in fact becomes 
not only a question of repairing a fractured leg, but of restor- 
ing the whole person. Psychosomatic medicine, at least as a con- 
cept, has become a byword today. But much needs to be done 
to translate the concept into actual methods of patient care. 


The Christian should try to see the adversity of sickness in 
the light of the paschal mystery of the death and resurrec- 
tion of Christ.. Suffering then prepares the way for the ap- 
proach *of eternal life. In the same perspective, therapy will 
not be focussed onesidedly on physical suffering or defect but. 
on redemptive liberation in a holistic vision. 


F Ministery of Healing 


1 Part of the prophetic mission. In the Old Testament charis- 
matic works of healing, as astonishing works of God, were per- 
formed through the prophets. Intportance was attributed both 
to medicine as well as to prayer (cf. Sir. 38,9-15). 


Healing of diseases was a sign that Yahweh was the pro- 
tector of his people (ef. Ex. 15,26; Ps. 102,3). Isaiah’ pictured 
the messianic era as one in which ‘the deaf shall hear; the 
eyes of the blind shall see; the lame man shall leap like a hart; 
the tongue of the dumb shall sing for joy’ (cf. 29,18; 38,5-6). 


2 Sign of the Kingdom. Jesus accompanied the proclama- 
tion of the Good News of salvation with the signs of healing 
the sick and those who were afflicted by the evil spirits. ‘He | 
went about... preaching the gospel of the kingdom and healing 
every disease and every infirmity among the people. So his 
fame spread throughout all Syria, and they brought him all the 
sick, those afflicted with various diseases and pains, demoniacs, 
epileptics and paralytics, and he healed them’ (Mt. 4,23-24; cf. 
Mk 3,10; Lk. 6,18). ; 


The Gospels contain something like a litany repeated over 
and over again of the human miseries that Christ relieved. He 
called attention to the healing of the sick as accrediting his 
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mission and fulfilling Isaiah’s description of the messianic era 
(Mt. 11,4-6; Lk. 7,21-23; 13,32). 

It should be noted that Christ’s attitude towards the ailing 

was one of extraordinary compassion. Jesus often healed on 
the Sabbath, not only to show that we must not have a too 
materialistic conception of the law, but also to manifest that 
healing is a part of the renewed Sabbath of the New Covenant ° 
which is the sign of the definitive presence of-God among his 
people. ; 
The miracles of healing performed by Jesus are an essential 
aspect of the integral salvation which he came to bring to 
man. Healing the sick and casting out evil spirits are two 
forms of the same victory over the dominion of sin. The para- 
lytic looking for deliverance from sickness was first forgiven 
(Lk. 5;18-20). The sick man healed at the pool of Bethsaida 
was exhorted to amend his life (Jn 5;14). To the man born 
blind, Jesus offered both the light of the way and even the 
brighter light of faith (Jn 9,35-37). 

Christ communicated the power of healing to the disciples. 
‘And he called the twelve together and gave them power and 
authority over all demons to cure diseases, and he sent them 
out to preach the kingdom of God and to heal’ (Lk 9;1-2; ef. 
Mk 6,12-13; 16,17-18). 

3 The Church is a community of healing. The Church, as 
the sacrament of Christ’s presence in the world, continues his 
mission of healing. St Paul lists healing as onc of the charisms 
of the Spirit (1 Cor. 12,9). Peter healed the lame man as a gift in 
the name of Jesus Christ (Acts 3,6-8). From that time on, the 
Church will make the healing of the sick one of her main 
concerns. Not only religious orders have been deeply involved 
in healing, but the dedicated work of countless doctors 
and nurses is a part of her healing mission. Indeed, every 
member of the community, according to his particular com- 
petence and opportunities is.to share in this noble activity. 


‘By its prayer, by the love with which it surrounds each 
person, by the practical acts which express its concern for 
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every man; and by the opportunities which it ofters for par- 
ticipation in Christ’s mission, the congregation is the primary 
agent uf healing. At the heart of this healing activity lies the 
ministry of the Word, Sacraments and prayer.18 The specia- 
lised work of those who have been trained in the techniques 
of modern medicine have their proper place and will be fruitful 
in the context of the whole congregational life.... One of the 
most urgent needs of today is that Christian congregations, in 
collaboration with Christian medical workers, should recognise 
and exercise the healing ministry, which belongs properly to 
them.’14 

Christianity has paved the way for modern medicine by 
its message .of liberation, from magic and superstition. The 
Church rejoices at the progress of scientific medicine which is 
able to provide quick and effective relief from so many ills 
and which also prevents many diseases. But when there - is 
the danger of depersonalisation of medicine through an exces- 
sive technical attitude, she offers an holistic vision of health 
care. The Church has a specific role in the field of healing. 
Some insights concerning the nataire of health are available 
especially within the context of the Christian faith. Healing is 
bound up with God’s saving action in history. Health cannot 
be a fixed, static condition, and healing merely a restoration of 
organic balance. It should be understood as a sharing in God’s 
saving will and total plan for his creation. 


4 Holistic approach to healing. The relationship between 
_ ‘wholeness’ and ‘health’ is specially stressed in the Christian 
conception. Even etymologically, the two words ‘heal’ and 
‘whole’ are cognate so that ‘healing’ may well be considered 
as the process of ‘wholing.’ ier 


Healing: is more than curing.15 This is ‘restoration of the 


13 Cf. chapter on Spiritual Care of the Sick. 
14 ‘The Healing Ministry,’ Report on the Tubingen Consultation, Geneva 


World Council of Churches, 1965, pp. 2-3. 


15 Cf. M. Wilson, The Church is Healing, London, SCM Press, 1966 
16-19. a 
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organic balance’ or ‘restoration to function.’ Thus, bringing 
down the temperature of a fever patient or restoring the func- 
tion of the limb that has suffered a fracture wowld be merely 
curing. For this, technical competence and effort alone are 
largely sufficient. 

But within the patient himself every sickness has the com- 
‘ponent of anxiety and tension which must be relieved. Fur- 
ther, there is need for restoring the function, not only of an 
organ or limb, but of the person in society. This social rehabil- 
itation in family, church, work situation etc: is particularly — 
necessary in mental illness. It is also important in psychosomatic 
diseases. Even in the case of mere somatic cases like a fracture, 
social relationships suffer a strain due to énforced confinement 
and interruption of normal work. This affects the lives of other 
people too, especially of the family. | 

Since disease then has its roots in a patient’s life and re- 
lationship, ‘healing’ in the integral sense involves much more 
than bringing down the temperature or resetting a bone. It 
implies restoring the whole personality, both within itself and 
its relationships with others. This can be achieved only by a 
proper response on the part of all those who form the healing 
team—doctors, nurse, minister, family, friends. 

Because sickness is an event in the life of the patient, he 
will come out of it better or worse, but never the same. It is 
, an opportunity for progressing or regressing. If he is hospitalis- 
ed, the nurse, for instance, could ask whether he has become 
better or worse because of the experience to which she has 
contributed so much. Besides, none of those involved will 
emerge from the situation unchanged. They will either be bet- 
ter or worse for it.16 } 

Against the prevailing situation in which good medical 
treatment was in practice restricted to a privileged few, Chris- 
tianity insisted that a compassionate care of all the sick was a 
sacred duty. In Christianity, the significance of disease acquired 
a deeper meaning and with it the sick man in society. He was 


16 Cf. M. Wilson, op. cit., p. 18° 
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no longer considered a burden to society but a brother to be 
cared for with love. 

Healing for the Christian has an explicit reference to 
God’s purpose for this particular patient. It is interesting to 
note that in German the same word ‘heilen’. means ‘healing’ 
and ‘saving.’ The Greek word ‘sozein’ too has this double con- 
notation in James 5,15. In’this perspective, because physical 
health is meant to subserve the real purpose of life—loving 
God and neighbour, it would be legitimate to extend the term 
‘healed’ to someone who has been rendered able for self-gift, 
even though he could not be completely cured physically. 


The above is not a mere ‘spiritual’ consideration. Apart 
from the fact that ‘medical personnel are called to have an 
integral vision of life, an holistic approach is highly important 
even from a narrowly medical point of view. Many conditions 
cannot be cured unless there is a ‘will to be cured’ for which 
there is need for attending to the psychology of the whole 
person. This is confirmed by the saying of the ancient Socrates, 
who when asked why in a particular province medicine was 
more efficient, is said to have answered: ‘There they heal the 
whole person and hence the parts~too are healed.’ 


It is clear that healing does not always mean restoration 
of physical integrity. A patient with a gangrenous limb may ' 
lose it in the course of treatment. But.if he is brought to accept 
the loss and enabled to fulfil God’s purposeful plan in the 
context of his present condition, he can be said to have been 


truly healed. 

In the case of clearly psychosomatic illnesses like peptic ul- 
cers, it is not enough to relieve the symptoms. The deeper 
causes must be handled. Otherwise, the same symptoms or 


others will again arise and the patient will be none the better 
for the treatment. 


G The Mission of the Doctor ° 


The doctor has more than a function. in society. He is supposed 
to belong to a profession, ie, a grdup of people carrying on a 
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characteristic activity with a distinct ethos. In the Christian 
perspective, he has a vocation or mission. He specially carries 
on the healing mission of the divine Physician. He realises the 
figure of the Good Samaritan that has been so wonderfully | 
traced by Christ and that has captured the imagination of all 
people of good will (Lk. 10,30-35). ‘ 


Pius XI{ has described the exalted character of the medical 
profession thus: ‘The doctor has been appointed by God him- 
self to minister to the needs of suffering humanity. He’ who 
created. that fever-consumed or mangled frame, now in your 
hands,’ who loves it with an ‘eternal love, confides in you the 
noble. charge of restoring it to health. You will bring to the 
sick-room and to the operating table something of the charity 
of God, of the love and tenderness of Christ, the Master Phys- - 
ician of soul and body. That charity is not a superficial, irres- 
olute sentiment; it does not write a diagnosis to please or carry 
favour; it is blind as well to the alluring trappings of wealth 
as to the unpleasant wretchedness of poverty or destitution; it 
is deaf to the appeals of base passion that would seek coopera- 
tion in evil-doing. For it is a love that embraces the whole 
man, a fellow human being, whose sickly body is still vivified 
by an immortal soul bonded by right of creation and redemp- 
tion to the will of its divine Master,’17 


Paul Tournier, himself an ideal doctor, has brought out the 
total picture of the doctor’s mission: ‘Helping a person to live 
does not mean only helping him to bear his life, but helping 
him to grow, to solve his problems. Every disease compels the 
patient to turn in upon himself, and to examine his life, and 
for this also he needs the doctor. If sickness in general is a 
sign of our frailty, of the disorder that has broken into the 
world, and of our mortal nature, each particular case of sick- 
ness has its own peculiar meaning, closely linked to this gen- 
eral meaning. The patient may discover this meaning by him- 
self, for it is only found by listening oneself to God; but the 


17 Allocution to Doctors, February 13, 1945, Discorsi e Radiomessaggi, 
VI, p. 304. ; 
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doctor helps by giving him an opportunity of talking, by sur 
rounding him with his care and understanding, and sometimes 
by bringing him the witness of his own experience.’18 


As the life and health of countless people have been com- 
mitted to. his care, the doctor must take his responsibilities 
very seriously. He must try to gain the maximum of technical 
competence in his field and according to his circumstances. 
It is very important to continually update his knowledge and 
techniques in the light of the latest developments. He must 
acquire a sufficient knowledge of psychology connecting with 
the care of the sick. Above all, he must cultivate the human 
qualities that will inspire confidence in the patients and pro- 
mote harmonious cooperation within the medical profession. 
He must not neglect the ethical dimension of his work because 
it is the expression of the most basic human values involved 
in medical treatment. . 

The doctor must also cultivate a spirituality that is in tune 
with his profession. There is need for avoiding a split person- 
ality—professional attitudes and a piety that are unrelated. For 
this a personal devotion to Christ, the divine Physician will be 
of great help. He could come to a greater knowledge and love 
of Christ, through prayerful réading of the Bible, a personal 
ard meaningful sharing in the common worship of the Church, 
the community of healing and recognising the suffering Re- 
deemer in each one of his patients. This should especially help 
him in respecting the dignity and freedom of each patient 
even while being responsible for his healing. 


Today the doctor must be attuned to the social problems 
of the nation. His work cannot be carried out in isolation from 
the general’ conditions prevailing in the country. He should 
promote preventive medicine. by cooperating in all the efforts 
in the field of public health sponsored by the government and 
private agencies. He should fearlessly oppose the corrupt prac- 
tices that often place essential medicines beyond the reach of 


18 A Doctor’s Casebook in the Light of the Bible, London, SCM Press, 
ed. of 1966, p. 181. 
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the poor. He should try to see that corrupting influences do 
‘not invade his noble profession. 


_ Doctors who are leaders in the field of health care should 
realise that every citizen has a right to health and health care. 
He has the right to live in such conditions that his health will 
not be exposed to undue risk. When ill, he has the right to 
ordinary means of recovery. John XXIII in his encyclical 
Pacem in Terris, 1963, states that ‘Every man has the right to 
life, to bodily integrity, and.to the means which are necessary 
and suitable for the proper development of life,’ among which 
he places ‘medical care.’19 


The universal Declaration of Human Rights, adopted by 
the United Nations in 1948, acknowledges the right of every- 
one for ,a ‘standard of living adequate for health,’ ‘medical 
care’ and ‘security in the event of sickness.’ | 


Doctors should be in the forefront of the battle to make 
this right effective through the expansion of medical facilities. 
The time has,come to evolve a system of medical care that is 
efficient and at the same time caters to the generality of the 
population in poor countries. For this the habit of slavishly 
copying methods developed elsewhere and unsuited to condi- 
tions in developing countries must be ‘given up. The individual 
physician is not able to provide unlimited medical care. Hence 
he is not strictly bound to treat everyone asking for his serv- 
ices except in the case of emergencies. However, he should 
be ready to contribute his services to voluntary schemes initiated 
by humanitarian agencies, according to his possibilities. Once 
having undertaken a case, he should not neglect the patient, nor 
should he withdraw from the case without giving due notice. 


In the conduct of his profession, every doctor should care- 
fully observe: the Declaration he has made at the time of regis- 
tration, the Ethical Code of the Medical Council of his country 
and the just laws of the country regulating the practice of 
medicine. The special points to be remembered are: (i) the un- 


19 A.A.S., 55(1963)264, 
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ethical nature of ‘solicitation of patients; (ii) and of fee-splitting, 
giving and receiving rebates or commissions by means of some, 
arrangement with another physician or institution; (iii) medical 
consultation for the patient’s benefit; (iv) professional secrecy; 
(v) required openness to the patient or his relatives. Some of 
these points will be studied more in detail in this work. 


Though financial gain is a sécondary consideration in their 
dedication to the sick, doctors have the right to an adequate 
salary and suitable service conditions. They may form associ- 
ations, not only to improve professional standards, but also fight 
for their rights. But they should not adopt methods of agita- 
tion which are not consonant with the nobility of their pro- 
fession. In whatever action they adopt, they should be careful 
to see that innocent patients do not suffer and health services 
in the country are not exposed to undue neglect. Society on 
its part should appreciate the strenuous’ and devoted work 
which doctors and other medical personnel do and try to meet: 
all their basic requirements. | 


H The Mission of the Nurse 


.% : 
What has been just said about the doctor largely applies also 
to the nurse. She too belongs toya profession which is growing 
in importance. She too has a vocation to continue the healing 
mission of Christ. 

The nurse’s role has been well defined by Virginia Hender- 
son: “To assist the individual sick or well, in the performance 
of those activities contributing to health or its recovery (or to 
peaceful death) that he would perform unaided if he had the 
necessary strength, will or knowledge and to do this in such 
a way as to help him gain independence as rapidly as possi- 
ble. This aspect of her work, this part of her function, she ini- 
tiates and controls, of this she is the master. In addition, she 
helps the patient to carry out the therapeutic plan as initiated — 
by the physician. She, also as member of a medical team, helps 
other members as they in turn help her to plan and carry out 
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the total programme whether it be for ‘the improvement or: 
health or the recovery from illness or support in death.’20  . ' 


The nurse today is not only a medical aid, but an active 
promoter of health in her own right. So she should diligently 
acquire and improve on her professional skills. As the patient 
depends more directly and continuously on the nurse, her res- 
ponsibility for his total welfare and the total process of healing 
is greater. 


Virginia Henderson goes on to say. that ‘She must in a 
sense, get “inside the skin’’ of her patients in order to know 
what he needs. She is temporarily the conscicusness of the 
unconscious, the love of life for the suicidal, the leg of the. 
amputee, the eyes of the newly blind, a means of locomotion 
‘for the infant, knowledge and confidence for the young mother, 
the “‘mouthpiece” for those too weak or withdrawn to speak, 
and so on.’2I 


The nurse must strive to,gain as much technical knowledge 
as possible. But she must lay even greater store by the per- 
sonal qualities which can be decisive to the well-being of the 
patient. Pius XII has traced some of these qualities. Besides 
prompt foresight and diligence, she ‘must specialise in  self- 
mastery; a harsh gesture can bring new suffering for the patient, 
make a doctor ill at ease, inspire fear in the heart of the sick. 
The nurse must remain unruffled in receiving unreasonable 
complaints and requests from the patients, and when faced 
with unforeseen emergencies.’ She must also possess ‘an un- 
assuming, sensitive and fine tact, which can understand the suf- 
ferings of the sick and forestall their needs, which can distin- 
guish what must be said from that which is better left un- 
spoken; tactful, too, in the relations with the doctor, whose 
authority must always be respected and upheld, and with fel- 
low-nurses, particularly those who are younger, who must never 


20 “The Nature of Nursing,’ American Journal of Nursing, 64(1964)66. 
21 Thid. 
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be embarrassed or shamed, but rather aided when the need 
varises.’22 

Her dedication must rise above the distinction of rich and 
poor, pleasant and unpleasant person, The nurse should also be 
aware of the social problem in poor countries. She should give an 
example of integrity. In every way she should strive to better 
the situation of those for whom she works and the community 
at large. . 

The nurse should have a fine moral sensibility that helps 
her to decide how she should act in the face of unethical prac- 
tices on the part of others (cf. chapter on Cooperation in Un- 
ethical Practices). | 

It is in a personal devotion to the Lord, that the nurse will 
find comfort and strength to perform her arduous duties. Hence 
she should foster her inner life through a. spirit of prayer. 


A nurse must be conversant with ethical issues, not only 
conceining her immediate work, but concerning all the treat- 
ments and procedures available in her hospital or neighbour- 
hood. This is because she may at times be drawn into coopera- 
tion with procedures that are unethical, or her advice may be 
sought by patients. : 


22, Allocution to Nurses, May 21, 1952, Discorsi e Radiomessaggi XIV, 
pp. 157-158. 
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Chapter 3 


DUTY OF PRESERVING LIFE 


_- A. Inviolability of Human Life 


Life is a most precious gift from God. It is not ours to do with 
it as we will, but rather something we hold in trust. According 
to the constant teaching of the Church as affirmed, for instance, 
by Pius XII, there is no indication whatsoever that would justify 
‘the direct disposing of an innocent human life, that is to say, 
an action which aims at its destruction whether such destruc- 
- tion be intended as an end or as a means towards some other 
end which may itself be in no way illicit.’1 


The divine precept: ‘Thou shalt not kill’ (Ex. 20,13) refers 
to the taking of innocent human life. In the New English Bible 
it is translated as: ‘Thou shalt not commit murder.’ 


Traditionally three cases of taking human life have not 
been considered murder. The first is killing in self-defence. 
One is allowed to defend onéself from an unjust aggressor even 
if this involves the death of the other. This is considered an 
‘exception’ to the rule: ‘Thou shalt not kill.’ But we may ask 
whether here there is direct killing involved. The person does 
not intend the death of the aggressor, nor achieve his defence 
precisely, through his death. What he directly aims at is to 
render the aggressor impotent to attack, which in some cases 
may accidentally result in the latter’s death. 


The next case of killing traditionally permitted is in eapital 
‘punishment. Its justification is variously made. It is often pre- 
sented as a necessary means of protecting society or as nec- 
essary deterrent from certain crimes that greatly affect the agm- 


1 AAS., 43( 1951) 838. 
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mon good. It is. said that he who commits such crimes thereby 
loses his right to life. However, many question the right of the 
state to deprive a person of life whatever crime he may have 
committed.. They think that in civilised society this is not an 
adequate means of protecting the common good. In fact, cap- 
ital punishment has been abolished in several countries and 
is on the way out in many others. 


The most difficult case is that of killing in a ‘just war.’ 
Though many pacifists take the stand that war is under no cir- 
cumstances legitimate, still the more common opinion is that 
it is justifiable to defend the basic interest of a nation by means 
of this last resort. Revolutionary warfare, or the right of an 
oppressed people to overcome the shackles of armed vested 
interests, when there is no other way, is also defended by many 
on the same core. Vatican II lamented the evils of warfare 
and exhorted everyone to avert the calamity by removing its 
basic causes, but stopped short of condemning all warfare.2 


It is very interesting to note that public opinion, even 


today, while tolerating the death of a large number of soldiers 


as well as the accidental death of many civilians, reacts with 


horror to the direct killing of even a few civilians. For exam- 
ple, there was world-wide indignation at the killing of a few 
civilians at Mai Lai in Vietnam, though these were but an 
insignificant number among the hapless victims of the Vietnam 
conflict. This shows that the distinction between direct and 
indirect killing is. basic to the ethical thinking of the ordinary 
man, even though it has strangely become considerably blurred 
in the minds of many professional ethical thinkers. 


B Euthanasia or Mercy Killing 


Case I: A cancer patient without any hope of recovery is lan- 
guishing for a long time. He is unable to bear his condition and 


the suffering of his family and hence asks the doctor to put: 


an end to his life: May the doctor accede to his request? 
The word euthanasia in Greek originally meant a good and 


ae 


2 Constitution on the Church in the Modern World; Art. 79-82. 
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honourable death. Till recently, in medical parlance, it was 
used to express the kind assistance of the physician in order 
to alleviate the suffering of a dying patient. It is only of late 
that the word has come to mean to terminate directly, though 
painlessly, the life of a patient without hope of recovery. 


Direct killing, by whatever name it is called, clearly trans- 
gresses the right which one has over the life of oneself 
or of another. Hence the request of the patient, even if it is free, 
‘is in itself wrong, and the doctor may not accede to it. It 
would not be true love of the patient. 


The reason is not that we may not interfere with nature, 
but here it is a question of an interference that strikes at the 
very root of human existence. It would be objectively a nega- 
tion of the creaturely character of our human condition and 
hence contradict genuine human freedom. 


‘The same group that clamoured for the legalisation of 3 
abortion in England under the pretext of women’s liberation, 
has now turned its attention to obtain the legalisation of 
euthanasia as another fight for freedom. In today’s utilitarian 
atmosphere, the freedom may prove only elusive. The unfortu- 
nate patient may very well be influenced by the trouble he 
is causing to his family and may feel guilty for being alive. 
‘I want to die’ may only be the momentary cry of despair 
from a depressed patient needing attention and treatment. 
Modern pain-relieving and anti-depressant drugs often cause 
dramatic improvement tn mood, and even without them a_ 
patient may change his mind and outlook regarding death. 


B. Haring points out that ‘physicians should be the first 
to mobilise public opinion because they can fully visualise 
how their whole relationship-with the sick would be changed 
if positive euthanasia became institutionalised.’3 It would con- 
tradict the whole ethos of the medical profession and significant- 
ly affect the confidence of the patients in the physician. A 
new image of the doctor may be created as a minister of death 
in place of a minister of life. 

i) 


3 Op. cit., p. 148. 
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Those who favour euthanasia often regard pain and suf- 
fering as absolutely evi} and worthless. They must be made 
to realise that pain and suffering that cannot be overcome in 
spite of our best efforts can have a redemptive value and 
evoke. what is best in man. 

Supporters of euthanasia also urge that the quality of life 
is more important than the quantity. But what is meant by 
‘quality?’ What criterion can be used to judge it and by what 
standards can anyone assess the level of quality below which 
life is ‘useless?? Where human life is concerned, ‘usefulness’ 
as the only criterion is unacceptable. Besides, how is ‘useless- 
ness’ to be defined? Many an old invalid person or a severely 
handicapped child in the home has formed a focal point for 
the family love. | 

The criterion ‘useless’ may easily be extended to all incur- 
ables who are incapable of deciding for themselves. It may 
even be extended to make ‘mercy killing’ compulsory for all 
who are considered a burden on society. This happened in 
fact, in Nazi Germany. Pius XII spoke of this in the encyclical 
letter, On the Mystical Body of Christ: ‘To our profound grief 
we see at times the deformed, the insane, and the suffering 
from hereditary diseases deprived of their life, as though they — 
were a useless burden to society; and this procedure is hailed | 
by some as a manifestation of human progress, and as some- 
thing that is,entirely in accordance with the common good.’4 


Kuthanasia or direct killing of a patient can be performed 
by a positive action like administration of morphine or by delib- 
erate omission of ordinary means of saving life. At times, 
the first is ‘called ‘positive’ euthanasia and the second ‘negative’ 
euthanasia. But as these terms are often used in other senses, 
they do not at present contribute to clear thinking, However, 
difficult it may be to judge in practice what are ‘ordinary 
means’ of saving life, still the concept can be satisfactorily 
defined (see next section). 


4 A.A.S., 35(1943)239. 
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The eminent Protestant theologian, Paul Ramsey, has ap- 
proached the duty of caring for the dying in a fresh way. He 
insists on the duty, but would make two exceptions:5 (i) when 
a patient is in the condition of inaccessibility to any form of 
care, the duty to care for him is suspended and the ‘crucial | 
moral difference between omission and commission as a guide 
to faithful action has utterly vanished’; (ii) he’ makes the same 
judgment about a dying person undergoing severe and_in- 
tractable pain beyond the reach of available palliatives so 
that he ‘would also be beyond the reach of the other ways in 


which company may be kept with him.’ 


However, there is a difference Between merely therapeutic 
care and human concern. The latter can always be manifested 
while the person is alive. Who is to say when a patient is 
totally inaccessible to all human ‘concern? In this connection 
it would be useful to note the remark of Helmut Thielicke, ‘It 
is conceivable that a person who is dying may stand in a pas- 
sageway where human communication has long since been 
left behind, but which nonetheless contains a self-conscious- 


ness different from any other of which we know.’6 


Hence the distinction between ‘permitting to die’ and 
‘causing death’ seems to be vital for a decision in this regard. 
The distinction between ‘omission’ and ‘commission’ never en- 
tirely vanishes, 


C Indirect Lethal Action 


Case II: In terminal illness, drugs are administered to reliéve’ 
pain or to render the dying person unconscious in order that 
he might not suffer too much physical pain and mental anguish. 
But the treatment may somewhat hasten his death. Is it justified? 


The physician is often“confronted with a serious dilemma 


5 The Patient as Person, New Haven, Yale University Press, 1970, pp. 
57-64, 


6 , The Doctor as Judge of Who Shall Live and Who Shall Die’ in Who 


Shall Live? ed. by K. Vaux, Philadelphia, Fortress, 1970, pp. 147-194. 
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in this matter. If he does not administer the drug for reliev- 
ing excruciating, pain, the continuance of pain itself may hasten 
the patient’s death. But, on the other hand, the condition of 
the patient may be such that the action of the drug might ac- 
celerate the coming of death. Then the physician should do 
what he judges is in the best interests of the patient. He might 
well decide to relieve the pain. The unintended effect of hast- 
ening death would be justified y the principle of the ‘double 
effect. 

If the drug is such that it would, in the circumstances, 
produce irreversible loss of consciousness, the physician will 
‘consider the significance of death as the supreme moment in 
which the patient makes his definitive choice for eternity. The 
ideal would be that he faces that moment in full consciousness 
and in full possession of his senses. So deep sedation should 
not be administered as a routine. _ 


But if the suffering is such that the patient would not 
long be able to bear it with fortitude so that consciousness 
would only endanger his positive fundamental option, it would 
be legitimate to relieve the distress to the point of rendering 
him unconscious. 

When the patient seems to be unprepared for death, whether 
in the spiritual or temporal domain, sedation that would de- 
prive him of consciousness should be postponed as far as pos- 
sible. This would enable him to receive the last rites of the 
Church and settle his family affairs. It must be noted that if a man 
dies intestate, the widow and children might find themselves 
in great difficulty regarding property matters. 


D Ordinary and Extraordinary Means of Preserving Life 


The best definition for ‘ordinary’ means of life from the ethical 
standpoint seems to be that given by Gerald Kelly: ‘All medi- 
cines, treatments and operations, which offer a reasonable hope 
of benefit for the patient and which can be obtained without 
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excessive expense, pain or other inconveniences.’7 All other 
means would be ‘extraordinary.’ 


One is obliged to make use of the ordinary means of pre- 
serving life. The failure to do so is equivalent to euthanasia, 
(called negatives euthanasia by some, as has been already 
remarked). 


One is normally not obliged to use extraordinary means, 
though sometimes this might be obligatory due to special cir- 
cumstances. | 


These principles are based on the clear distinction between 
the duty of avoiding evil and the duty of doing good. While 
one must at all cost, avoid doing what is intrinsically evil eg, 
directly take the life of a human being, there are also reason- 
able limits to one’s positive duty of doing good in a given — 
situation. The* matter has been lucidly explained by Pius XII: 
‘Natural reason and Christian morals say that man has the 
right and the duty in case of serious illness to take the neces- 
sary treatment for the preservation of life and health. This 
duty that he has towards himself, towards God, towards the 
human community, and in most cases towards certain deter- 
mined persons, deiives from well-ordered charity, from sub- 
mission to Creator, from social justice, as well as from devotion 
towards his family. But normally one is held to use only ordi- 
nary means—according to circumstances of persons, places and 
times and oulture—that is to say, means that do not involve 
any grave burden for oneself or another. A more strict obliga- 
tion would be too burdensome for most men and would render 3 
the attainment of the higher, more important good too difficult. 
Life, death, all temporal activities are in fact subordinated to 
spiritual ends. On the other hand, one is not forbidden to take 
more than strictly necessary steps to preserve life and health, 
so long as one does not fail in some more serious duty.’8 


7 Medico-Moral Problems, St Louis, Catholic Hospital Association, 1958, 
p. 130. 

8 Allocution to Medical Sciéntists, November 9, 1957, A.A.S., 49( 1957). 
1031-1032, 
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The definition of ordinary means is flexible, since many 
factors have to be taken into consideration in making the human 
choice. It is always more difficult to determine positive obliga- 
tions than negative prohibitions. The definition leaves a large 
scope for the exercise of responsible freedom. 

The doctor and other hospital personnel must do not only 
what the patient explicitly asks for, but also what the patient 
reasonably expects and what the recognised standards of the 
medical profession require. 

“Normally, the patient must be consulted. If this cannot 
be done, as when the patient is delirious or when he is an | 
infant, the right to make the decision is vested in those who 
are closest to the patient. But when consultation with the 
patient or the relatives would be impossible or inadvisable, eg, 
when they would not understand the issues involved and are 

too upset to make a proper decision, the doctor himself can 
make a prudent estimate of the reasonable will of the patient 
or do what he sincerely judged to be in the best interests of 
his patient.... It might be useful for the doctor- to reflect what 
he himself would want if he were in the patient’s condition. 


Case Il: A certain stimulating drug may prolong the 


‘life of a dying patient for some more hours. The family can 


easily afford it, but they request the doctor not to give it as 
‘the patient has already suffered enough.’ What is to be said 
about their wish? * : 

If ther® is any hope at all of the patient’s recovery, the 
drug ought to be given. Even otherwise, it is better to administer 
the drug unless human life has ended and there are only signs 
of biological life (see below) or the condition of the patient is 
far too pitiable for the family to bear it. 


In the case it is said that the family can easily afford it. 
In other cases, it‘can happen that the small savings of a man 
with several dependents can be drained by last minute treat- 
ments without sensible benefit to the dying person. This point 
must be seriously taken into consideration. 
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Case IV: A dying patient is kept alive by intravenous feed- 
ing. He is beyond all hope of recovery and in extreme pain. 
But because of a strong heart, he might survive for several 
days. Would he be justified in asking the treatment to be ter- 
minated to end the agony for himself and tension for ‘the 
family? : . 
If he is unprepared for death in the spiritual or temporal 
sphere the treatment should certainly be continued. Even if he 
is prepared, it seems that the treatment may not be terminated, 
since now. this is practically an ordinary means of preserving 
life in an hospital. bite : 

Since man has a basic right to life, treatments like intra- 
venous feeding should be available for all. If today, all cannot 
gain admission into the existing hospitals or in some cases such 
treatment is too expensive, there is urgent need for extending 
basic health and life-saving facilities and making them easily 
available to all. 


The pain and anxiety of the patient could be relieved by 
sedation even ‘if this might entail some shortening of life. 


Case V: A patient is in terminal coma and is kept alive by 
oxygen. As the dying process has set in beyond all doubt, the 
doctor sees no point in prolonging a meaningless existence. 
May he cut off the oxygen to allow the patient to ‘die with 
dignity’ or to make the limited oxygen equipment available to 
another patient whose life may thereby be saved? 


There can be heart-rending choices to be made because of 
lack of adequate equipment. It would seem cruel to cut off the 
oxygen supply from a terminal patient. But if just then a 
patient suffering from an accident, but whose life could be 
saved by administering oxygen, is brought in, it would be 
worse not to make it available to him when there is good hope 
of saving his life, especially if he is young and has got several 
dependents. Hence it would be legitimate to divert the limited 
equipment to the second patient. Again, such problems are to 
be solved in the long run by increasing the availability of es- 
sential equipment even in the poorest hospitals, 
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(Concerning the point of allowing the patient ‘to die with 
dignity’ see below.) 


Up to a point there can be a legitimate difference in pro- 
fessional standards between various doctors. Some doctors may 
believe that it is the doctor’s duty to preserve life as long as 
possible, by every available means, and no matter how hopeless 
the case might be. (Still, this standard must not place an in- 
tolerable financial or other burden on the relatives, and pre- 
serving life as long as possible should not be understood merely 
of ‘biological life.’) Others might adopt a more moderate stand- 
ard and try to effect a cure only as long as there is any reason- 
able hope of doing so, ‘and try to preserve life only as long as 
it seems to provide any tangible benefit to the patient. This 
standard may more easily lead to defeatism, but is less likely 
to impose excessive burdens in terms of expense and strain 
on the relatives. 


Concerning this matter, Fr G. Kelly has published a 
statement after much discussion which might be of considerable 
help. It runs as follows: 


‘1 It is not contrary to the common good for a doctor 
to admit that a patient is incurable and to cease to effect a 
cure. But it would be contrary to the common good to cease 
to find a remedy for the disease itself. 


‘2 As long as there is even a slight hope of curing a 
patient or checking the progress of his illness, the doctor 
should use every probable remedy at his command. The com- 
mon good demands this rule of conduct for the doctor; and 
it should be followed as long as the patient makes no objec- 
tion. The patient, however, is entitled to refuse any treatment 
that would be extraordinary. 


‘3 When a doctor and his consultants have _ sincerely 
judged that a patient is incurable, the decision concerning 
further treatment should be in terms of the patient’s own in- 
terests and reasonable wishes, expressed or implied. Proper 
treatment certainly includes the use of all natural means of 
preserving life (food, drink, etc,), good nursing care, appro- 
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priate measures to relieve physical and mental pain, and the 
opportunity of preparing for death. Since the professional 
standards of conscientious physicians vary somewhat regarding 
the use of further means, such as artificial life-sustainers, the 
doctor should feel free in conscience to use or not to use these 
things, according to the circumstances of the case. In general, 
it may be said thgt he has no moral obligation to use them 
unless they offer the hope of some real benefit to his patient 
without imposing a disproportionate inconvenience on others, 
or unless, by reason of special conditions, failure to use such 
means which reflect unfavourably on the profession.’9 


Case VI: An infant is delivered with a hydrocephalic con- 
dition and requires artificial respiration at once. If it survives, 
it will be mentally defective and a grave burden to the parents. 
Is it obligatory to use artificial respiration to bring about nor- 
mal breathing or may the abnormal infant be left to die? 


Several authorities have held that artificial respiration 
would be an extraordinary procedure if the condition is very 
severe and there is little chance of the infant surviving, or if 
it is certain that he will be grossly defective if he survives. 
This opinion is not Jacking in probability and hence one could 
not be blamed if one refrains from the process in some situa- 
tions. But considering the ease with which it can be done. and 
the difficulty of ascertaining how long the infant would sur- 
vive, it would be more advisable to perform the artificial 
respiration. 3 

In coming to a decision, the availability of an incubator 
or of oxygen without depriving: others would have to be con- 
sidered. While respecting every human life, it should not hap- 
pen that excessive care is taken of one abnormal infant to the 
neglect of many others, 


E Right to Die with Dignity 


It has already been noted that, though no one has the right to 
directly put an end to human life under any circumstances, 
7 


9 Theological Studies, 12(1951)555-556. 
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still, one is not normally obliged 40 use extraordinary means of 
saving life. One is free to use extraordinary means if that has 
some significance and it would not affect the dignity of the 
dying person or lead to the ruin of the family. Though the 
economic factor as such cannot be determinant, still, it can 
become a-matter of justice, charity and human concern. Loving 
concern for a hopelessly sick member of the family may mani- 
fest great dedication and generosity.’ But it may also put an 
undue strain on the psychic and moral resources of the family. 
An excessive striving to prolong the life of the patient may 
ultimately only bring greater disillusionment and unconscious 
resentment. ' ; 


_ In many instances it may be kinder for an incurable patient 
to be allowed to die at home among his beloved ones, rather 
than in the environment of a hospital though the latter may 
provide the chance of prolonging life somewhat. In this con- 
nection, one may refer fo the mentality of some people in poor 
regions with very bad roads who take a patient to the hospital 
just when he is about to die, without any hope of recovery, 
but just to say that they have done ‘everything possible’ for 
him. It may well happen that the transfer to the hospital over 
many miles of rough terrain might itself hasten the’ death of 
the unfortunate person! The family in such cases seems to be 
yielding to a false sense of prestige rather than providing for 
the best interests of the patient. 


In coming to a decision regarding the cessation of treat- 
ment an important factor is the distinction between human life 
and mere biological life. The first is the cessation of integrated 
life functions. The second refers to simple life processes of 
organs and. tissues.10 Dying is a progressive process. Three 
phases of deterioration leading to absolute clinical death may be 
recognised. | 


In the first phase each organ system or part of the body 
functionally deteriorates, insofar? as it is integrated with and 


10 Cf. V. J. Collins, ‘Considerations in Defining Death,’ Linacre Quarterly, 
38( 1971) 96-97, . : 
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coordinates with other organ systems of the body. It is revers- 
ible and complete recovery is possible if brain-or heart tissues 
are not gravely damaged. The second phase represents deteriora- 
tion of the organ itself with regard to its capacity to respond. 
This is the loss of intrinsic regulation and leaves only an auto- 
matic, vegetative or intrinsic cellular auto-regulation. Revival 
or complete reanimation is not possible. The last phase is one 
of structural and tissue disintegration. A semblance of life may 
be maintained artificially from 24 to 72 hours. But this is mere 
vegetative existerice.11 . 


When human life as defined above has ended, the efforts 
to prolong biological life should normally be suspended so that 
the passing away of the person may take place with dignity. 
Only exceptionally may the working of equipment like the 
heart lung machine be continued, eg, if the process helps the 
transplantation of organs, or if relatives who can reach the bed- 
side of the dying person; too late would be consoled by seeing 
the heart still beat. | 


1] For medical oriteria to determine the point of death see chapter on 
Organ Transplantation, 
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Chapter 4 


ETHICS OF SURGERY 


A General Principles 


Surgery here is taken to include not only treatment by the 
knife, but also by X-rays, radium or other physical agents for 
diagnostic or therapeutic purposes. Surgery affects the struc- 
ture of the body or its parts. 


Any procedure harmful to the patient is morally justified 
only insofar as it is designed to procure a proportionate good. 
In other words, the harm or risk entailed should be compen- 
sated by the good to be achieved in preserving life, in main- 
taining or improving health, or in correcting an abnormality. 
Man has no absolute dominion over himself, but is merely the 
custodian of his body given to him by God. So he may not 
dispose of his body or its parts arbitrarily, but only according 
to the principles of right reason, acknowledging his creaturely 
dependence on God and the sanctity of his bodily life. 

Ordinarily, the ‘proportionate good’ that justifies surgical 
procedures in any way harmful to the body is the welfare of 
the patient himself. According to the principle of totality 
understood in the stricter sense, the whole man is greater than 
any part or function and hence to sacrifice a part in order to 
preserve the well-being of the whole is justifiable (the morality 
of sacrificing an organ for the good of another will be ‘discussed 
‘in the next chapter). | 


Often mutilation is distinguished from surgery in general. 
By mutilation is meant the excision, or equivalent destruction, 
of a part of the body, so that the function is destroyed. Thus 
removal of an eye or the amputation of a limb would be called 
mutilation, while excision of a piece of the skin for grafting 


72 


would not be mutilation as no organ or organic function would 
be destroyed. Butethe skin too has a definite function and the 
body cannot withstand:its destruction beyond a certain amount. 
Hence the distinction is not of much medical or ethical con- 
sequence. So John Marshall suggests a simple and at the same 
time comprehensive principle: ‘The lawfulness of a procedure 
_is determined by relating the degree of impairment of bodily 
integrity to the gravity of the reason for which it is done.’1 


The morality of a surgical procedure can be judged from 
three factors, which must be considered not in isolation one 
from another, but must be carefully weighed together: (i) the 
exact nature of the procedure in anatomical or physiological 
terms with the human consequences, especially when the im- 
pairment of a function is involved; (ii) the risk involved to life 
or health must be carefully considered. Often the consequence ° 
of a surgical procedure is much more than is intended because 
of the delicacy of the operation or condition of the patient; 
(iii) against the previous two factors, the reason for the pro- 
cedure. According to the gravity and urgency of the condition, 
one may permit greater impairment of bodily integrity and 
take graver risks. ° 

The decision for or against any serious surgery should not 
be merely on the basis of general statistics. The judgment 
must be made on an individual basis. The good and bad effects 
are to be weighed as they will probably occur in this particular 
case, 


B Surgery to Safeguard Life and Health 


When there is immediate threat to life, the sacrifice of any 
organ or function as well as the running of any risk is justifi- 
able. If the condition of the patient is going to be fatal, any 
procedure which offers even a: slight chance of success is per- 
missible. 

The fact that an operation may be carried out does not 


1 The Ethics of Medical Practice, London, Darton, Longman & Todd, 
1960, p. 58. 
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mean necessarily that the patient is bound ‘to submit to it. As 
has been explained in the previous chapter,,a person is bound 
to take only ordinary means of preserving life, but normally 
not bound to take extraordinary means. Whether an operation 
is an ordinary means will depend, among other factors, also on 
the development of medicine in the area, the skill of the partic- 
ular, surgeon and the facilities and post-operative care avail- 
able in the circumstances. i 


In the special situation of pregnancy, the life of another 
human being is involved and hence any procedure that may 
affect the life or well-being of the foetus merits special attention. 


When a disease does not immediately threaten life, but 
affects life expectancy or health, the same principles balanc- 
ing the gravity and risk of the operation against the reason 
for it apply. But here it must be specially noted that the risk 
entailed should be proportionately less than when it is a ques- 
tion of saving life. Other factors like expense and length of 
enforced inactivity should also be considered. 


If a pain proves intractable to treatment by drugs, it may 
be relieved by- dividing nerves and cutting sensory paths in 
the central nervous system. There must be a proper balance 
between the risks involved and the severity of the pain. Surgery 
resulting in sterility is permissible, normally not as a contra- 
ceptive procedure, but as a treatment for proportionately grave 
conditions (see chapter on Sterilisation). 


C Cosmetic Surgery 


By cosmetic surgery is meant an operation to improve one’s 
personal appearance. As it is right to pay reasonable attention 
to one’s appearance, the procedure is in itself justifiable. But 
the risks involved must be in proportion to the good expected. 
Thus redundant parts such as extra fingers may be removed, 
Plastic surgery to remove warts and moles, to correct facial 
deformities such as a broken nose, to remove disfigurement 
caused by burns and accidents, and to alleviate the effects of 
facial paralysis may be effected. 
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In weighing the reasons for the procedure, not only the 
disfigurement in itself, but how the patient feels about it should 
be considered. Thus a particular person may be so affected by 
a facial disfigurement that he shuns social contacts. Then it is 
more urgent to remedy the defect. | 


Birthmarks and other superficial physical defects can 
usually be removed or corrected at an early stage with a mini- 
mum of risk or discomfort to the child. So it is advisable to 
do so in good time and the physician should inform the child’s 
parents about the matter. But the problem of expense for the 
poor remains. 


It would be wrong to do a face-lifting operation in order 
to help a dangerous criminal escape detection, or to do any 
purely cosmetic operation which would involve serious dis- 
proportionate risk to the patient. | 


At times there is subtie social pressure to undergo difficult 
cosmetic surgery when there is really no need for it. Thus, 
there, was a time when thousands of Japanese had their eyes 
widened to look more like the Caucassian race. Individuals 
who cannot resist such pressures may be excused, but in medern 
times there is need for constant vigilance and self-reflection in 
order not to be prey to such fads and pressures. 


D Prophylactic Surgery 


A surgical operation may be carried ont not only to treat a 
present disease, but also to prevent a potential future hazard. 


Thus incidental appendectomy may be performed at the 
discretign of the surgeon on the occasion of some other ab- 
-dominal operation:as this organ, as far as it is known,, serves. 
no useful purpose, and by removing it, now, a future operation 
may be avoided. But it does not seem to be right to perform 
an operation just to remove a healthy appendix when the person 
is living in-an area in which surgical services are readily avail- 
able. This could not be justified by the possibility of future 
malignancy, or by the desire of the doctor to gain experience, 
or, much less, by considerations of monetary gain. 
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(For the permissibility of ‘vasectomy in some cases to pre- 
vent the spread of infection after prostatectomy and that of 
oophorectomy to prevent metastasis after the excision of a 
cancerous breast, see chapter on Sterilisation.) ” 


E Unnecessary Surgery 


Appendectomy when not justified according to previous sec- 
tion would be an example of unnecessary surgery. Removal of 
tonsils without definite indications would be another example. 


Hysterectomy should not be too easily performed-in order 
to obviate painful menstrual disorders) (cf. also. chapter on 
Sterilisation). Caesarean section is not justified merely by the 
desire of avoiding normal pains of childbirth in a primipara 
(cf. chapter on Ethical Problems of Later Pregnancy and 
Delivery). oes 


Some hypochondriac patients have a desire for some un- 
necessary surgery. For example, some people suffering from 
stomach ulcers want surgery to prove that they suffer from a 
real, and not an imaginary ailment! Others want a quick 
remedy for their ills. In all these cases, the doctor must not 
allow himself to be led to act against recognised professional — 
standards. He must never be guided purely by the desire of 
gain or of undue experimentation. 

F  Psychosurgery 


% 


This is cerebral surgery employed for the purpose of treating 
acute mental anxiety and intractable pain. One of the most 
common operations is prefrontal lobotomy, which eggentially 
_ consists in severing the nerve fibres connecting the frontal 
lobes of the brain with the thalamus. 


>, Such operations are justified when the less extreme means 
have failed or are unavailable or deemed medically inexpedient, 
and when the probability of harm to the patient is less than 
the hope of benefit for him. Hence psychosurgery need not be 
simply considered as a desperate last resort. It is a form of 
treatment for which there may be definite indications. Espe- 
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‘cially in this matter, it is very important to treat the patient as 
a person. The decision to have recourse to this drastic measure 
must be made in terms of the particular patient’s condition 
with due regard to his dignity as a person, and not merely on 
a statistical basis or for experimentation at the expense of the 
patient. Nor is it right to perform the operation only to maké 
the patient more manageable, ie, to reduce the work of those 
who have to care for him. It is different when-to~be~more_ 
manageable is in the patient’s cwn interest, eg, by reducing 
a suicidal impulse. 


There is an argument as to whether psychosurgery should 
be restricted to psychoses or could also be used for, psycho- 
neuroses such as obsessive—compulsive neuroses. This is a 
purely medical question. On the whole, experts are agreed that 
the condition of the patient and his prognosis, rather than 
technical classification are the determining factors. It should 
also be noted that the techniques of psychotherapy though 
they may be long and tedious have greatly improved during 
the past few years. | 


The positive effect of psychosurgery is relief from emo- 
tional tensions or crippling anxiety. This is probably brought 
about by a sort of disassociation between cognition and emo- 
tional response. -A thought or suggestion which might have 
caused the patient a veritable panic prior to the operation 
might cause less anxiety after. Patients who were greatly dis- 
turbed ‘by hallucinations, delusions or obsessions, though not 
necessarily freed from their, symptoms, would be much less 
upset by them. 


; A heavy price, however, in the form of various personali- 
_ ty changes, has generally to be paid fer the release from ten- 
sions. The placidity may extend to inertia and reduced capaci- 
ty for prolonged attention. Though the effect on the intelli- 
gence may be slight, the power of judgment may be gravely 
impaired. This may manifest itself in lack of social concern, 
lessening of affection, crude social behaviour or even morally 
reprehensive behaviour. The more extensive the operations the 
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more likely will be the interference with judgment. Fortu- 
nately, not all these effects are noticed in the same patient. 
With well-chosen techniques and proper post-operative care, 
a better balance between the relief of symptoms and undesira- 
ble side effects can be achieved. By excluding patients with 
strong antisocial tendencies, the chances of immoral and anti- 
social behaviour can be minimised. _ 


Pius XII warned against the dangers of psychosurgery by 
declaring that a man may not submit to medical -procedures 
which alleviate physical or psychic illness, but at the same 
time ‘involve the destruction of or the diminution of freedom 
to a considerable and lasting extent, that. is to say, of the hu- 
man pérsonality in its typical and characteristic functions. In 
that way man is degraded to the level of a purely sensory be- 
ing—a being of acquired reflexes or a living automaton. Such 
a reversal of values is not permissible.’2 


This statement is not meant to be a condemnation of psy- 
chosurgery, it simply indicates in general terms that the harm 
to the patient should not outweigh the benefit, since no physi- 
cal benefit can compensate for the radical impairment of human 
freedom. In ‘properly selected cases, the conditions for the ex- 
ercise of genuine freedom are already diminished considerably. 
The purpose of the operation then would be to improve the 
overall state, though certain risks may be involved. 


Psychosurgery for relieving intractable pain> would be 
permissible if ail less drastic means have been tried and failed 
and the operation is so performed as to minimise the ‘effects 
upon the personality. As prospects of success ‘at present have 
not proved very high, it would be justifiable only in very ex- 
ceptional ‘circumstances, when the patient is becoming psy- 
chotic through unbearable pain. 


Due permission is needed before psychosurgery. If the 
patient is capable of making a free decision, it is his right to 


2 Allocution to Histopathologists, September 13, 1952, A.AS., 44 
(1952 )783. =i) 
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a 
give or refuse tonsent. Otherwise, his parents or guardiaus 
have the right to make it for him.-These should not be moved 
by any selfish interests. 


There is no doubt that the ideal treatment for mental ill- 
ness and many kinds of pain is psychotherapy, since this goes 
to he root of the matter and is in itself constructive. When this 
is not feasible, the next priority must be given to chemital 
therapy. The use of carefully selected drugs is the most com- 
mon way of dealing with pain. Psychotherapy combined with 
chemical therapy may largely do away with the need for psy- 
chosurgery for the treatment of mental illness and intractable 
- pain. Even those who have done much to develop the tech- 
niques of psychosurgery would welcome further progress along 
these lines in the best interest of the patient. } 


_ Shock therapy or E.C.T. (electro-convulsive therapy) for 
depressive illness is to be similarly judged. The treatment tem- 
porarily deprives a patient of his senses, but this can be justi- 
fied by the good of the whole personality. It is morally equival- 
ent to giving an anaesthetic, which may temporarily deprive a 
man of his consciousness. The treatment should be given when 
there are definite indications and reasonable hope of success. 
The possibility of dangerous effects like fractures and disloca- 
tion must be minimised, eg, by the use of relaxant drugs. 


As there may be some dangers of abusing this treatment, 
_ it must be emphasised that it should be preceded by adequate 
_ diagnosis, administered by competent hands and accompanied 
by all necessary safeguards. ape 


\ 
G Ghost Surgery | | 


This can be of two fotms: a ‘crude’ form in which the opera- 
tion is performed entirely by a surgeon hired by the patient’s 
doctor who later pretends to have done the job himself, and 
a ‘more refined’ form in which without the knowledge of the 
patient, an assistant (resident) performs the substantial part 
of the operation and the patient’s’ doctor is present largely 
in a supervisory capacity. ; | 


79 


‘Crude’ ghost surgery is clearly immoral and is forbidden 
by the international and national codes of medical ethics, Be- 
sides being a breach of contract, it involves many other ob- 
jectionable features: John J. Lynch has listed the following:? 


1 The patient may be exposed. to serious and unneces- 
sary surgical risk. The one who performed the operation has 
to remain unknown to the patient. So he has no opportunity 
to make pre-operative examination or to supervise post-opera- 
tive care. He has to rely on another who may well have used 
his services because of gross incompetence. 


2 The referring physician receives a fee to which he has 
no right in justice. In many instances, either the patient is 
charged an excessive fee so that both the doctors may be satis- 
fied or the ghost surgeon is coerced into splitting the fee with 
one who has not performed any real service. Even if he spon- 
taneously offers a ‘kick-back’ ‘to the referring physician, the 
action still remains reprehensible inasmuch as it encourages 
the evil practice. 


3 The practice breeds unnecessary surgery since the greed 
for money inherent in the practice may lead to prescribing sur- 
gery the need of which is doubtful or even non-existent. 


4 It brings dishonour to the medical profession whence 
the common good suffers. 

The morality of the ‘more refined’ type of ghost surgery 
is not so evident. It seems to violate (i) the right of the patient 
to be protected from all unnecessary risk; (ii) his contractual 
right to be treated by the surgeon of his choice. 

The first difficulty could be resolved if the resident who 
performs the operation is sufficiently capable and there is care- 
tul supervision. But there is need for caution regarding the 
latter point. The patient must be aware of the extent of the 
resident's responsibility and must at least tacitly consent thereto. 


3 The Linacre Quarterly, 21(1954)123-125. ; 
‘5 : 


Chapter 5 
ORGAN TRANSPLANTATION 


a 


Recently, there has been a spectacular progress in the sphere 
of organ transplantation which has been highlighted by many 
sensational heart transplants. Several years ago, Pius XII had 
warned that the procedure was not without religious and moral . 
implications: ‘It cannot be said that every transplantation of 
tissue that is biologically possible is not forbidden or is not — 
objectionable.’1 In other words, it is not merely a question of — 


technica] expertise but of the true welfare of the human person. 


We have an auto-graft when the tissue is taken from the 
body of the receiver itself. There is an homo-graft when the 
tissue is taken from a different subject, but of the human spe- 
cies (from the medical standpoint, as far as the rejection re- | 


action is considered, transplantation between identical twins - < - 


would be largely equivalent to an auto-graft). The operation 
is called a hetero-graft when the tissue or organ is obtained 
from an animal. 


A+ Auto-grafts 


The morality of auto-grafts, eg, of the skin, is simply to be — 
judged from the total welfare of the person concerned. This © 
includes, not only bodily health but such things as psychic self- 
assurance as in the case of cosmetic surgery. 


B Hetero-grafts 


These do not pose any moral problem from the point of view 
of the subject from which the tissue or organ is obtained since 
the finality of lower animals is to be entirely ordained to the 


1 Address to Eye Specialists, May 14, 1956, AA.S., 48(1956) 460, 
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good of man. As far as the receiver is concerned, there must 
be a solid hope of an advantage proportionate to the gravity of 
the operation and the risks involved. Otherwise, the life of the 
person may be unduly shortened. It would be a case of im- 
proper experimentation on human beings. Preliminary experi- 
ments on animals and adequate precautions must be adopted 
before proceeding with such a transplantation. The question of 
possible ‘brutalisation,’ ie, the fear of the receiver losing human 
characteristics, has been raised, but in the operations so far 
carried: out, such fears have not been realised. 


Howeverj the transplantation of the ‘sexual glands from 
the animal to man would seem to be immoral.2 As sex hor- 
mones have a very strong influence on the whole organism 
and personality, the animal glands are likely to produce un- 
desirable changes of personality. This is apart from the possi- 
bility of cross fertilisation which, however, has not yet been 


demonstrated. 


C Homo-grafts from Living Donors 


In Catholic circles, blood transfusions from the time they be- 
came safe, have always been approved. In an address given 
on October 9, 1948, by Pius XII to blood donors, the Pope 
praised them for their charity.3 | 


The only problem that_can arise is concerning the freedqm 
of weak persons induced to donate blood for monetary con- 
siderations. Financial recompense may be received provided 
the spirit of solidarity and brotherly love are not lost sight of. 
‘It is creditable for the donor to refuse recompense; it is not 
necessarily a fault to accept it.’4 


There has never been any hesitation in approving of the 
donation of skin for grafts. ~ | , 


2 Cf. Pius XII, ibid. 
3  Discorsi e Radiomessaggi, X, p. 253. 


4 Pius XII, Address to Eye Specialists, May 14, 1956, A.A.S., 48( 1956) 
465. 
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But when the question of corneal transplants involving the 
sacrifice of a healthy eye by a living donor as well as of a kid- 
ney from a living donor was raised, there was much discussion. 
Some of the papal statements on the matter were cited to prove 
that the Church authority had condemned such transplants. It | 
would be useful to comment briefly on some of these state- 
ments in order to get a precise idea of their intent and the 
moral principles involved. 


Pius XII, in his allocution of September 13, 1952, to Histo- 
pathologists, after having stated that man has not an unlimited 
power over his body, affirmed: ‘In virtue of the principle of 
_ totality, of his right to employ the services of the organism, 
as a whole, he can give individual parts to destruction or muti- 
lation when and to the extent that it is necessary for the good 
of his being as a whole.’5 Here the intention of the Pope was 
to exclude indiscriminate mutilation for the sake of experiment- 
ation. He particularly wanted to reprove the idea that an in-' 
dividual person is only a part of society and hence his bodily 
integrity is to be wholly subordinated to the good of the entire 
society. He had no intention of condemning organ transplanta- 

tion absolutely. . 

The same seems to have been the sense of the statement 
of May 14, 1956 to Eye Specialists: ‘The method proposed and 
the argument on which it is based are erroneous.’6 Some at the 
time immediately jumped to the conclusion that the Pope had 
condemned transplants from living donors. But the ‘method’ 
in the context of the statement clearly refers, not to the surgical 
procedure as such, but to the illegitimate way of justifying it. 
The Pope is affirming that the removal of an organ for trans- 
plantation cannot simply be equated with its removal for the 
good of the parent organism. An individual cannot be consid- 
ered a part of the so-called organism of humanity. In fact, the 
Pope had explicitly stated at the beginning of the address 
5 AAS. 44(1952)782, 

6 A.A.S., 48(1956)461. 
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that he did not wish to speak of the morality of transplants 
from living donors. 7 

So the principle of ‘totality,’ understood in the stricter 
sense, cannot be invoked to justify transplants from living 
donors. But the donation of an organ, when it does not involve 
loss of an important function or does not gravely endanger 
life, can be justified by broadening the principle to include 
the personal fulfilment that comes from the sacrifice for the 
sake of others. Bernard Haring expresses this as placing 
‘health and life in the service of lové.’7 Gerald’ Kelly calls it. 
the ‘principle of love.’8 But this should not give the impression 
that love is to be practised only in such exceptional cases. It | 
would be best to bring it under the principle of totality under- 
stood in the broader sense as we have explained in chapter 1, G. 


As the sacrifice of an organ for transplantation implies a 
free donation, the donor must give his free consent with full 
deliberation. Hence conscientious surgeons will refuse to take 
an organ from a mentally weak person. He will be reluctant 
to take one from a youth or a prisoner since the freedom of 
choice may not be sufficiently perfect in them. The donor and. 
his family should be fully informed about all risks involved and 
the benefit that may be reasonably expected for the receiver. 


In spite of the green light from theologians, some medical 
authorities still hesitate about the advisability of transplants 
from living donors. They wonder whether’ the doctor can be. 
satisfied with the consent of the donor when he himself has 
a duty towards the latter’s health and integrity. The trend is 
towards taking organs from the dead. Such hesitation on the 
part of doctors is understandable and reveals a high sense of 
ethical values. It is right that every effort should be made to 
use organs from the dead or from animals. But when a trans- 
plant from a living donor provides the only chance of signi- 
ficant benefit, the operation cannot be altogether ruled out. 

7 Law of Christ, Vol. III, Cork, Mercier, 1967, p. 242. 

8 Op, cit., p. 248. ¥ 
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There is a special difficulty when an ovarian tissue is to - 
be transplanted from one woman to another in order to cure 
sterility. Some compare the procedure to artificial insemination 
from a donor. The analogy does not seem to be fully valid 
‘since in donor insemination, procreation, is attempted outside 
the context of marriage. Still, the grave problem of heredity 
remains. Moral theologians on the whole tend to consider the 
transplants illicit (for the moment, the technical problems in- 
volved have not yet been fully resolved). 


D Transplants from Dead Bodies 


Transplants of organs from human cadavers meet with no.ob- 
jection provided certain precautions are observed. These have 
been very clearly exposed in the address of Pius XII of May 14, 
1956.9 First of all, a sense of relative dignity of a human corpse, 
as once the instrument of a spiritual soul and as an essential 
component of man, made to the image of God, should be main- 
tained. The rights and feelings of relatives are to be respected. 
Normally, permission is to be obtained from the next of kin. 
The donation of organs after death may be encouraged, but 
intemperate propaganda amounting to moral compulsion should 
be avoided. gio 

Once human life has ended or the cessation of integrated 
life function has taken place, organs and tissues can be kept 
alive for days by artificial means. It is legitimate to main- 
tain the biological life of organs and tissues for experimenta- 
tion and transplantation in the service of fellowmen. If it is 
right to expose oneself to risks in the service of others, it is 
equally in keeping with the dialogical nature of man to sus- 
tain his organs even after death for the benefit of others. 


FE Heart Transplants: Fron’ Donor’s Standpoint 
Removal of the heart is a fatal procedure and hence the opera- 
tion may never be performed on a living person. In order to 
9 A.AS., 48(1956)465-466. Cf. also Address to World Medical As 
‘ociation, September 20, 1954, A.A.S., 46(1954)595, 
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be viable in the new host organism, the heart has to be re- 
moved immediately after death. Hence the main difficulty is 
in determining the exact moment of death. In this matter prob- 
abilism does not apply since it is a question of a ‘doubt of fact’ 
that cannot be reduced to a ‘doubt of law.’ In other words, 
the certain right of person to life is not affected merely by a 
doubt about the fact whether he is alive. Hence the impor- 
tance of definite criteria for determining the moment of death. 


Now, it is well known, that death is not an instantaneous 
event but a gradual process.’ Rigor mortis and such signs are 
not of much use here since they appear at a time when it is 
too late to remove the heart for transplantation. On the other 
hand,’ stoppage of respiration and blood circulation are not cer- 
tain signs of death since the process can in many cases be re- 
versed artificially.10 Z 


In the present state of knowledge, the stoppage of brain 
functioning seems to be the most decisive indication. If the 
electro-encephalograph (EEG) registers no bio-electrical acti- 
_ vity for a certain time, it is almost a clear sign that the degen- 
eration of cerebral tissues has so advanced that the person is 
incapable of being resuscitated.11 The objection of some that 
the* brain has been,shown to emit electrical oscillations as long 
as four days after EEG had registered zero does not seem to 
be valid. Such oscillations appear to be no more than mere 
mechanical reactions without any significance for human life. 
Of more importance are some reports of cases in which com- 
plete resuscitation including spontaneous respiration, has been 
effected after negative recording of EEG.12 


Hence a more secure criterion for determining the exact 
moment of death is desirable. Recently, several specialist and - 


10 Cf. M. Arthuis, ‘La Reanimation Respiratoire,’ Cahiers Laennec, 
22(:1962),- n. 1, 25-34. 

11 Cf. G Perico, ‘Il Trapianto del Cuore. Riflessioni Morali.’ Aggiorna- 
menti Sociali, 1¥9(1968)94-98. E. Tesson, ‘Les Greffes du Coeur,’ 
Etudes, Mars, 1968, 323-326. 

12 ‘Medizinisch-ethische Fragen zur Hertz-transplantation.’ Herder me 
respondenz, 22(1968)185, 
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interdisciplinary groups have arrived at substantially the same 
comprehensive criterion which consists in a ‘scoring system’ to 
establish the fact of death. As no single sign is adequate to 
determine death, the scoring system is based on observations 
of five physiological functions that are of crucial and vital im- 
portance: brain activity, reflexes; breathing, pulse and_heart- 
beat. Each is assigned 2, 1 or 0 points according to whether 
it is present, can be artificially stimulated or is simply absent. 
The score is totted up every 15 minutes or so over a period 
of about 6 hours. A score of 5 or more points represents 
potential life. A score of under 5 points represents impending 
death. Further it may be noted that a decreasing score over a 
period of 1 to 2 hours, indicates failing therapy and patient 
deterioration. 13 | aes 


Once the score reaches zero, the artificial resuscitation 
may be discontinued, since the person can be presumed to be 
effectively dead. The organ may be kept viable till removal 
by restarting tne heart-lung machine. 


Many have proposed that there be two distinct medical 
teams, one for transplantation, and the other for treating the 
dying patient and making the vital pronouncement concern- 
ing the fact of his death. This would be a precaution against 
hasty decisions about the moment of death on the part of doc- 
tors who are concerned about the success of the transplant 
operation. The concern doctors have shown for the inviolability 
of human life in this case is really remarkable.14 


A special difficulty arises when the brain has suffered ir- 
reparable damage, while the functions of circulation and res- 
piration are maintained only by artificial means. It should be 
noted that when there is no chance of recovery, the resuscita- 
tion process may be terminated independently of transplanta- 
tion for economic reasons or to permit the patient to pass 


' 13 Cf. V. J. Collins, art. cit., 98-99. 

14 Cf. Statement of Pius XII, November 24, 1957, A.A.S., 49( 1957) 
1032. Cf. also M. Riquet, ‘La Reanimation Reflexion Morale,’ Cahiers 
Laennec, 22(1962),; n. 1, 66-72, 
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away with dignity or when the heart-lung apparatus is urgently 
needed for another patient who has strong hope of recovery. 
G. Perico thinks that resuscitation of a patient irrevocably 
doomed may be terminated also with a view to heart trans- 
plants,15 while E. Tesson would have the doctor fight for his 
life as if he were any other patient and not seek to ‘force the 
issue’ in favour of the receiver.16 With caution the broader 
view may be adopted. 


F Heart Transplants: From the Receiver’s Standpoint 


The operation should offer to the patient a distinct hope of 
success, viz, a fairly normal life for several years, or in the case 
of one condemned to die shortly, an appreciable prolongation 
of life. The risk is greater in the case of the heart than in the 
case of the kidney. If a transplanted kidney fails, there is the 
possibility of putting the patient back on a kidney machine. 
' But if the new heart fails, the patient dies unless the extremely 
hazardous procedure of another transplant can at once be 
attempted. ' 


If such hope is not verified, it would be a case of illegiti- 
mate experimentation on human beings. The experimental na- 
ture of the first heart transplants has been frankly admitted 
by some of their authors. But experimentation on man is per- 
missible only within definite limits {cf. chapter on Medical 
Experimentation). When possible, the consent of the patient 
must be obtained after he is enlightened about the grave risks 
involved and the chances of success that counterbalance them. 


The surgical technique of transplantation as such seems to 
have already sufficiently advanced. In nearly all the attempts 
so far, the heart was successfully implanted and made to beat. 
But there is still the seriou’ difficulty arising from the ten- 
dency of the body to reject any transplanted tissue. The im- 
muno-suppressive drugs used to counteract this reaction also 
15 Cf. art. cit., 96-96. \ 

16 Cf. art. cit, 325-396. 
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tend to severely hamper the resistance of the organism to in- 
fection. Post-operative infection has so far been responsible 
for limiting the success of the transplants. Many experts feel 
that the first transplants were attempted too early. before the 
immunological problem was sufficiently solved.17 The tendency 
to rejection and hence the need for immuno-suppressive ther- 
apy could be minimised by making a better selection of the 
organ to be transpfanted. For this is the need for more ad- 
vanced and more careful ‘tissue-typing.’ The recently discov- 
ered antilymphyocyte globulin seems to offer considerable 
protection against rejection without drastically lessening the 
body’s resistance to infection. 

At the present time, the surgeon would certainly be justi- 
fied in replacing the heart of a patient who faces death due 
to heart disease. But for patients who are not terminal cases, 
but whose hearts, are weak and make their lives difficult, more 
caution and greater progress in immunological therapy seems 
to be called for. 

The sensational propaganda that accompanied the first 
heart transplants, while it may have had some undesirable 
effect on the judgment of the surgeons, has had also the ad- 
vantage of focussing attention of all educated people on the 
ethical implications of the operation. It is encouraging to note 
that the greater number of those who have commented on 
the subject, have shown great moral discernment. 


The subject of heart transplant with limited advantage for 
a very small number of people but with extraordinary ex- 
pense, raises the question whether, from the point of view of 
_ the human family as a whole, the interests of countless poor 
patients suffering from milder ailments but fatal because of 
the poor treatment available to them, have not been unduly 
neglected. : 


17 Cf. Herder Korrespondenz, art. cit., 183. 
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j Chapter 6 


USE OF DRUGS IN THERAPY 


A General Principles 


Many of the new drugs like antibiotics have powerful 
pharmacological and therapeutic effects; but most of them also 
have side-effects which may in some circumstances be un- 
desirable or dangerous. Hence the age old ethical principles 
governing the use of drugs gain new importance and relevance. 


The most general principle for the prescription of drugs 
is that the most effective and appropriate remedy must be 
used. Because of the toxicity of many drugs or their liability 
to produce harmful side-effects, a balance must be striick be- 
tween the efficacy of the treatment, the risks entailed in its use 
and the severity of the condition which is being treated. 


There is need-to guard against the tendency to utilise a 
drug just because it is new, when older remedies of proven 
merit are equally effective and less likely to give rise to side- 
_effects. Thus if aspirin can provide as much symptomatic 
‘relief as cortisone in some types of rheumatic arthritis, the 
hazards of the latter would not be justified. This comparison 
_ is not to be understood as a generalised preference for the 
use of aspirin. But the most appropriate remedy for the partic- 
ular patient in the circumstances is to be adopted. 


The quickest acting drug and route of administration is - 
not necessarily the best. Undesirable-consequences of a partic- 
ular way of treatment must also be taken into account. 

Many drugs are potentially toxic if taken in large doses. 


The toxicity may result from the primary action of the drug 
itself as, for example, the depression of the respiratory centres 
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by morphine, or from a side-effect.’ This last may arise in all 
persons or in a few persons who have an allergy to the drug. 
In all such cases, there must be due proportion between the 
good to. be achieved and the risks involved. 


Such drugs as barbiturates are habit-forming. A few like 
morphine, pethedine and heroin lead to addiction in which 
case, there is not only a craving for the’ drug, but withdrawal 
is foll6wed by severe physical and psychological effects. Hence 
when prescribing such drugs, the reason for its use and the 
personality of the patient must be carefully considered. The 
use of morphine would be justified when the condition \requir- 
ing treatment is serious and the use would be of short dura- 
tion, insufficient to lead to addiction, eg, as pre- and _ post- 
operative drug. The prescription of morphine and the like for 
migraine, on the other hand, would not in general be justified. 
The character of the patient is of importance, because certain 
people, for example, those who cannot cope with their life 
problems, are more liable to become addicts, 


(For the use of drugs in terminal illness see chapter on 
Duty of Preserving. Life.) 


Finally, the cost of drugs and whether the patient him- 
self is paying for them, or the State or other agency is bear- 
ing the cost must be taken into account. Other things being 
equal, the cheapest drugs must be used. : 


One of the chief ways in which the poor are exploited is 
by the drug industry artificially boosting the prices of basic medi- 
_cines. Often some common drugs are marketed under high sound- 
ing trade names at exorbitant prices. The entire medical pro- 
fession must rise against this crying abuse and fight to get rid 
of it. While citizens have every right to obtain the drugs neces- 
sary to preserve life and health, one must guard against the 
tendency to lament that the governments of poor countries are 
at times not prompt in,allowing the import of very expensive / 
‘life-saving’ drugs that are still of doubtful efficacy or whose 
side-effects have not yet been fully evaluated. 
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There is also the evil of large scale adulteration of medi- 
cine either depriving the patient of genuine benefit or even 
causing positive damage. Every effort should be made to com- 
bat this crime. 


B_ Drugs for the Relief of Pain 


Physical pain has the natural function of being a danger signal, 
waming that some sickness jis developing and thereby it in- 
duces one to seek remedy. Still it has a debilitating effect and 
hence the medical profession naturally strives to fight against 
the evil. 


The effort to relieve pain does not go against the Christian | 
call to mortification. Sickness, however it is treated, brings with 
it some form or other of suffering which can be borne patiently 
in order to share in the salvific mystery of Christ. Severe pain 
often paralyses the higher powers of man. Thinking and pray- 
ing become extremely difficult. Extreme pain may even induce 
the temptation to reject God. Hence it js laudable to: do every- 
thing possible to relieve pain. But as mentioned earlier, there 
must be a proportion between the advantage obtained and 
the side-effects of the drugs used, especially when there is 
the danger of habit-formation, or more so, of. addiction. 


Many forms of pain are psychogenic in character. They 
are due to anxiety states having a deleterious effect’ on the 
nervous system. Some of them may even be conditioned re- 
flexes. This has been proved by the fact that it is possible. to 
provoke sensation of pain by means of arbitrarily established 
association even when the stimulus which arouses it is, by 
itself, totally disproportionate to the intensity of pain. 


Hence, the use of drugs often touches only the symptom 
and not the cauise of the condition, which may be largely 
psychic. Then the excessive use of tranquillisers will only be a 
way of running away from the problem and not facing it in 
order to resolve. it. 
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The ease with which some people take ‘sleeping tablets’ 
to forget the worries of the day and stimulants in the morn- 
ing to neutralising the doping effect of the night (thus living, 
as it were, on two poisons), is one of the more serious problems 
of modern life. 3 


C_ Narcoanalysis 


This can be a useful adjunct to psychotherapy. Barbiturates 
like Pentothal are administered intravenously. The patient is 
In a semi-conscious state in which the emotional blocks are 
removed. As the inhibition is weakened, the patient begins to 
talk freely about the repressed situations that caused the 
neurosis. Often he will re-live an entire frightening experience 
of the past, verbally, emotionally and dramatically. When the 
effects of the drugs begin to wear off, he may begin to gain 
an insight into his troubles and their solution. The psychiatrist 
skilfully directs the anamnesis of the patient and later helps 
him in the completion of the insight and readjustment. It must 
be noted that the suggestibility of the patient in the state of 
narcosis is greatly heightened. It is evident that the method 
has some advantages. But for its rightful use, certain condi- 
tions and precautions are needed. ‘ | 

1 If the patient has the use of reason, his consent 
(ordinarily explicit) must be obtained. The induction of narcosis 
in which the defences are lowered without consent would be 
an invasion of the rightful privacy of the patient. At times, 
the psychiatrist may presume the consent of the patient when 
it is certain that the latter really wishes to do everything for 
his healing, but would be frightened. if the idea of narcoanaly- 
sis were explicitly proposed to him. If the patient has not the 
use of reason, consent should be similarly obtained from the 
guardians, 

2 There should be no unjustified risks for the patient. 
The treatment should be done by a competent person and with 
due care and respect for the personality of the patient, The 
therapist must be careful not to make any harmful suggestion 
or adversely affect his religious or moral convictions. 
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3 Professional secrecy: must be scrupulously observed con- 
cerning the revelations made in the course of the treatment. 
This is especially to be stressed in this and similar cases when 
the patient under narcosis is unable to direct the course of his 
" speech. One must be very cautious in publishing case histories 
so that the person may not be identified. When the patient is 
examined before a group of specialists or students, all these 
must consider themselves strictly bound by secrecy. 


D ‘Truth Drugs’ 


Barbiturates and amphetamines have in recent decades been 
largely used in legal procedures, especially in some countries. 
A distinction could be made between the use of narcctics to 
extort confessions in police interrogations and as a medico- 
legal diagnostic procedure. 


1 To use barbiturates and the like (popularly, in eit 
context, called truth drugs or truth serum) to make the prisoner 
confess, would be clearly an infringement of his personal free- 
dom and hence thoroughly to be condemned.1 Such violation 
of human dignity, even to_the extent of what is called “brain 
washing,’ has unfortunately been largely carried out in totali- 
tarian regimes of both the left and the right. Nor is it alto- 
gether unknown in the so-called democratic countries. The 
medical. profession must steadfastly refuse to be a party to 
this crime, as it has nothing whatever to do with the mission. 
of the doctor as healer.2 


1 Cf. Pius XIf, Allocution to Intemational Commission of Criminal 
Police, October 15, 1954, A.A.S., 46(1954)603-604; and Allocution 
to Neurophysicians, April 10, 1958, A.A.S., 50(1958)275. 


2 Pentothal is really no ‘truth drug’ since‘there is really nothing which 
allows to determine a priori whether the narration recorded in the 
course of the abreaction corresponds to a real fact or an imaginary 
one, Dr L. Bertagna, ‘The Myth of the Truth-Drug,’ in New Prob- 
lems in Medical Ethics, Vol. Il, ed. by P. Flood, Cork, Mercier, 
1954, 104. Besides, the accused has every right to sin from 
testifying against himself. 
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2 The matter is more complicated when it is a question 
of using the drugs for diagnosis of malingering, ie, to deter- 
mine the veracity of the accused. If there is a prima facie 
case against the accused and if the diagnosis could be done 
with, due respect and certainty, it might seem licit. But in fact, 
even this procedure is open to grave abuse and may extend to 
the mis-carriage of justice. The famous Cens case in France 
is an outstanding example.3 Apart from the question of the 
dignity and freedom of the human person, the reliability of 
a procedure which alters the personality of the subject by 
affecting his consciousness and which makes him extremely sus- 
ceptible to the investigator can be seriously called into question. 
Therefore, to say the least, great caution is needed even in 
this latter judicial use of barbiturates. 


3 Cf. Jean Rolin, Police Drugs, London, Hollis & Carton, 1955; pp. 
69Ff.. 
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Chapter 7 


ot ~ ° 


MEDICAL EXPERIMENTATION IN MAN 


_ A Preliminary Remarks 


From the earliest times to our own day, medicine has been 
able to progress only by tentative steps and by successive 
experiments on living bodies, including the human body. But 
there are definite limits to what may be done on a human 
person. When these limits are ignored, the basic rights and 
dignity of man are easily violated. 


The Nuremberg Trials have brought to light the excesses — 
committed in Nazi Germany from 1942 to 1944 on ‘political 
prisoners, mentally retarded persons and alien groups; investi- 
gations on the resistance of the organism to cold, to prolonged 
immersion, to low pressure; experiments on the effects of 
poisons, toxic gases, phosphorous burns; experiments on the 
excision and transplantation of spinal marrow and-so on.l Those 
who took part in them were largely goodwilled persons. But 
an excessive technical. spirit made them incapable of realising 
the gravity of what they were doing when Himmler goaded 
them along this path. The horrors of the so-called ‘experiments’ 
in Nazi concentration camps should therefore be a warning 
to all to respect the dignity of man in every kind of experi- 
mentation, ; 3 

~ On the occasion of the Nuremberg trials, a medical code 
was established as a basis for prosecuting those who were 
‘mainly responsible for the cruel experimentation.2 This code 
has had great. impact on the medical profession since then. 


1 For a good documentation on this matter see Medical Experimenia~ 
tion in Man, ed. by P. Flood, Cork, Mercier; 1955; pp. 116f. 
2 Cf. Linacre Quarterly, 20( 1953)114-115. 
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A modified version was adopted at the eighteenth World 
Medical Assembly in Juné 1964 under the title, The Declara- 
tion of Helsigki.3 


B Experimentation for the Good of the Patient 


Elaborate diagnostic procedures, especially when they are re- 
peated, involve an element of experimentation. The inconveni- 
ence or risk, particularly when surgery is used, should not be 
disproportionate to the hoped for benefit. The expense for 
the patient should be taken into consideration. Above all, the 
patient should be treated as a person and not merely an object 
_ that can be mechanically handled. 


Modern medicine rightly stresses the individual psychic 
component .of the symptoms so that a truly holistic treatment 
might be provided. | 


As regards the therapy itself, the use of experimental pro- 
cedures, which by supposition are of doubtful efficacy, must 
be regulated by the following principles: (i) The remedy must 
have been sufficiently tested in the laboratory and on animals; 
(ii) it may not be used if-a certainly effective remedy is avail- 
able, or this new remedy is too long, difficult or expensive. 
Since the patient would be justified in taking the risk of a 
' less certain remedy provided there is a proportionate reason, 
experimentation may be used in the best overall interests of the 
patient; (iii) when the only available treatments are of dubious 
value, the one most likely to help the patient should be used; 
and (iv) the consent at least reasonably presumed, of the patient 
or his legal guardian must be had. The same principles apply 
also to new type of investigation. 


Inert tablets or placebos may be used in diagnosis. When 
the doctor is in doubt as to the real need of increasingly high 
doses of analgesics which the patient is taking for intractable 
pain, he may check the need through the use of inert substances. 
If it is found that the condition does not require the high 


3 See text in the Appendix. 
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doses, the danger of drug habituation or addiction could be 
averted. Even if the information is not communicated to the 
patient, this could be presumed in the management of the 
pen y 


C Experimentation for the Good of be 


As has been noted, medical science can waigietl only by .ex- 
perimentation. The mere fact that the patient claims the bene- 
fit of this science, he approves in general its past history. He 
should in“turn be ready to make his contribution to the alle- 
viation of the sufferings of humanity. So, within reasonable 
limits, he must be willing to become the subject of observation, 
of trial and of research. 


The norms regarding siipedineibation on human beings 
. drawn up at Nuremberg and then approved by the Declara- 
tion of Helsinki, stress the following. points: ¢ 


1 There is need for enlightened consent of the subject 
or legal guardians. The nature and purpose and the risk of 
clinical research must be explained to the subject who should 
be in such a mental, physical and eget state as to exercise 
fully his power of choice. 


2 Clinical research must conform to moral and scien- 
tific principles that justify medical research and should be 
based on laboratory and animal experiments or other scienti- 
fically established facts. This greatly reduces risks, though 
some risk always remains when the treatment is to be transferred 
to human beings. 


3 Every precaution should be taken against injury. 


4 There should be careful assessment of inherent risks 
compared to the benefit foreseen. 


‘5 Any experiment when there ‘is an a priori reason to 
believe that death or disabling injury will occur should be 
avoided (Nuremberg). Special caution is to be used when the 
personality of the subject is liable to be altered by drugs or 
experimental procedures (Helsinki). 
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6 The subject or guardian should be free to withdraw 
at any time from the project. The investigators should discon- 
tinue the research if it seems harmful to the individual. 


These norms are in general accord with the principles stated 
by Pius XII in his address to Histopathologists, September 13, 
1952,4 and discourse to the World Medical Association, Septem- 
ber 30, 1954.5 The only point on which there is a discrepancy 
is in the qualification added to the Rule 5 of the Nuremberg 
Code: ‘Except, perhaps, in those experiments where the ex- 
perimental physicians also serve as subjects.’ Against this 
tentative admission that the moral limits might be radically 
extended when the experimenters themselves are the subjects, 
the ‘Pope declared: ‘What goes for the doctor in regard to 
his patient goes also for the doctor in regard to himself. He 
is subject to the same greatimoral and juridical principles. 
He cannot, therefore, submit himself to scientific experiments 
or practices that entail serious harm or threaten his health. 
Still less is he authorised to attempt an experiment which, 
according to authoritative information, may involve mutilation 
or suicide. The same must be said, furthermore, of male and 
female nurses and of anyone who may be disposed to give 
himself to therapeutic research. They cannot submit to such 
experiments.’6 - 

This must be taken as a warning against the attitude of 
extreme individualism, according, to which, there is no limit 
to what may be done provided a person freely consents. So 
both this extreme and that of totalitarianism, according to 
which, the individual exists only for the collectivity, must be 
avoided. But the.papal teaching need not be understood to 
mean that the experimenter may not undertake some reason- 
ably greater risk when he conducts the investigation on him- 
self. Service of others in many areas involves risk and there- 
fore there is no reason to exclude well-measured risk in medical 


4 A.AS., 44(1952)787-789. 
5 A.AS., 46(1954)590-595, 
6 Ibid., 593-594. 


99 


experimentation. Incidentally, a very helpful criterion for the 
investigator would be not to invite others to cooperate in an 
experiment in which he would not like to submit himself or 
invite members of his family and friends to do so. 

"In the earlier address to Histopathologists, F.us XII pointed 
out that the consent of the patient is not by itself sufficient 
for indiscriminate. experimentation, since the patient cannot 
confer rights which he does not possess. He has no unlimited 
powers to allow acts of destruction or mutilation of anatomic 
or functional character. 

When consent is to be obtained, it should not be done 
through any form of deceit or coercion. Those mentally ill 
and retarded should normally be excluded as experimental 
subjects since they are not likely to be able to consent freely. 
The freedom of dependents of students of the experimenter 
must be assured. | 

‘Though there is no need of completely excluding prisoners, 
since it can be an opportunity for them to make some positive 
contribution to the welfare of humanity, there is special need 
to respect their personality and to ensure that they freely con- 
sent after receiving honest and objective information, and are 
not pressurised in any way. 

Patients whose cases are hopeless must tut be treated as 
guinea pigs. They are not pieces of human wreckage, but per- 
sons who have all the more right to consideration inasmuch 
as they are in a state of helplessness. To reduce them to the 
level of laboratory animals would be to show the utmost con- 
tempt for the human person. . 

Some would altogether exclude any kind of non-thera- 
peutic experimentation with children,7 though most medical 
codes only require the informed consent of the legal guardians. 
It seems that- medical experimentation with children may 
be justified if it is somehow related to their treatment, promises 
= advantage to them, and does not pose an appreciable 
risk. 


7 Cf. P. Ramsey, op. cit., p. 20. 
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D_ Clinical Trials 


According to the Declaration of Helsinki, the doctor can com- 
bine clinical research with professional care only to the ex- 
tent that the first is justified by its therapeutic value for the 
patient. Hence the question of the ethical validity of clinical 
trials arises. The relation between the doctor and his patient 
is personal and fundamental and cannot be supplanted by the 
desire of promoting medical science or the welfare of human- 
ity in general. 

When a new treatment becomes available, it is prudent to 
first try it on a few patients. If its value appears beyond all 
doubt, it can straightaway be generally used. This was the 
case with the use of streptomycin for the treatment of tuber- 
culous meningitis. Without this treatment, the disease carried 
a mortality rate of nearly hundred per cent. Since the drug 
saved at least some patients, there was no need for any con- 
trolled clinical trial. But when the benefit is not beyond all 
doubt, it is not only permissible, but necessary to make a 
clinical trial. _ | / 

This method consists in giving each patient the new and 
the old treatment in turn, or treating two similar series of 
patients, one with the new and one with the old, and carefully 
comparing the results. It is evident that it need not be certain 
- that the new treatment is better than the old, since otherwise 
there would be no need to carry out the trial. But great 
caution must be exercised. The trial must be carefully watch- 
ed so that if it becomes apparent that it is dangerous to the 
patients, it may be immediately stopped. The trial may be 
terminated as soon as the claims of the new treatment are 
sufficiently established. 

The patients need not necessarily be told that they are 
taking part in clinical trial. It is enough if the doctor informs 
the patient that he is trying out a new form of treatment. What 
any other patient is receiving is not the concern of a particular 
patient. Inert substances or placebos may also be employed if 
without them the valuc of the treatment may not be decisively 
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| Chapter 8 
RESPECTING UNBORN LIFE 


A Morality of Abortion 


The Declaration of CEs, of the World Medical Association, 
1948 makes the following affirmation: ‘I will maintain the 
utmost respect for human life, from the moment of concep- 
tion.’ The fertilised ovum or the product of human concep- 
tion is at least potential human life and hence merits care 
and respect. 


Traditional Catholic doctrine goes Pde than this. Once 
there is actual human life, however incipient, it is inviolable, 
ie, it may never be destroyed. This teaching has been strong- 
ly confirmed by Vatican II: ‘From the moment of its concep- 
tion life must be guarded with the greatest care, while abor- 
tion and infantieide are unspeakable crimes.’1 The Council 


~ does not decide when there is actual human life, but once that is 


present, to terminate it is bracketed with infanticide as an 
‘unspeakable crime.’ ; 


Note that there is a very big difference between contra- 
ception and abortion. While contraception.is preventing the 
conception of new human life, abortion is the expelling of a 
non-viable foetus with consequent certain deprivation of its life. 
The two should never be mixed up in any ethical discussion. 


The recent revised medico-moral guide issued by the Can- 
adian bishops, while remarking in the preface that the norms 
proposed are to be applied with prudence and wisdom in 
which personal conscience has its role, affirms that ‘from the 
moment of conception life must be guarded with the utmost 


1 Constitution on the Church.in the Modern World, Art. 51, ¢. 
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care. All deliberate action, the purpose of which is to deprive 
a foetus or an embryo of its life is immoral.’2 The directive of 
the American hierarchy is even more categorical. During the 
last few years several European episcopates have strongly 
raised their voices against the evil of abortion. 


B Moment of Hominisation 
¢ 


The fertilised ovum is a distinct genotype, ie, a package of a 
unique genetic code. The innate dynamism .with which the 
blastocyst develops by cell division in the tube, finds its way 
to, the uterus, creates an environment favourable to further 
development and implants itself in the uterus suggests the 
presence of marvellous principle of life, which wili develop into 
a human child. The points of consensus among experts today 
regarding the quality of the foetus may be summarised in the 
words of a Californian biophysicist: ‘The foetus is not an ap- 
pendage or organ of the mother, but rather a separate orga- 
nism; it can be identified as belonging biologically to the hu- 
man race. It contains all of the growth information that, dur- 
ing development, will interact with its environment to pro- 
' duce the complete human organism; the difference between 
the foetus shortly before birth and the infant shortly: after 
birth are not biologically of basic significance; no point in the 
development exists where the biological form and function of 
the body are suddenly added.’3 2 


But from this it does. not necessarily follow that there is 
actually a human person right from the beginning. For cen- 
turies, there have been conflicting views regarding what was 
called the time of ‘animation’ or ‘ensoulment.’ The great 
_ medieval theologian Aquinas held that ensoulment came only 
when the body was sufficiently prepared to receive the human 
soul. However, for quite some time, the opinion became com- 
mon that the time of ensoulment is the time of fertilisation 


2 Art. 13, 
3 T. L. Hayes, ‘Abortion; A Biological View,’ Commonweal, 85 


(1967 )677, 


= 
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itself. This view has never been officially sanctioned by the 
‘Catholic «Church, though in practice it was urged that the 
product of human conception from the beginning be treated 
as if it were actual human life, eg, as regards baptism of a 
still living aborted foetus. Pius XII in his much quoted ad- 
dress to Families, November 26, 1951, does not seem to have 
gone beyond this.4 He forbade the expulsion of the embryo 
even in the earliest stages as a practical norm of safety. ' 


Of late, several facts have been uncovered which seem 
almost to provide moral certainty that during the first few 
days, the embryo is not yet an actual human being. Till about 
the 14th day, the fertilised ovum may give rise to two identi- 
cal twins through segmentation. The twins may even be re- 
combined into one individual. According to the classic defini- 
tion, a human person is ‘an individual substauce of a rational 
nature.’ Now as long as there is a possibility of twinning or 
recombining, the essential element of individuality seems to 
be lacking and hence it is difficuit to see how there could be a 
unique human person. Besides, before implantation, which 
also takes place about the 14th day, nearly 50% of the fertilised 
ova are lest, which seems to confirm the absence of actual hu- 
man_ beings. 


The decisive factor in histhtsi fea tid is subjectivity which 
defines self-hood or personality. ‘By subjectivity we understand 
the creative existence of the unique or irreducible self unfolding 
and disclosing its identity by incarnating himself in space and 
time in interaction with fellow human beings and progressively 
assuming responsibility for the shaping of his destiny.’5 Sub- 
jectivity requires uniqueness as well as capacity for conscious- 
_ness and inter-personal relationships. The latter need not 
actually be realised, since, otherwise we would have to deny 
human personality to all those who do not in fact realise con- 
scious activity and relationships. A French inter-disciplinary 
study makes a helpful suggestion: ‘There is a distinction to ‘be 


4 Cf. A.AS., 43(1951)857. 
5 O. Dijkastra, “Abortion and the Law,’ Clergy Monthly, 35(1971)419. 
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made between human life and humanised life.’6 After implanta- 
tion, the foetus would possess human life, the condition for 
human life which will unfold gradually throughout the entire 
life of the person. But before that the basis of subjectivity, ie, 
one’s own unique existence seems to be lacking. 


Some give a further reason for the same conclusion. They 
argue that the threshold to hominisation is crossed at nidation 
by saying that the blastocyst then passes from ‘loneliness’ to a 
‘dialogical relation’ to the mother. 


Arguing from the fact that ‘brain death’ is the most decisive 
criterion for the end of personal human life, some assert that 
_‘ensoulment’ or hominisation comes about during the time the 
cerebral cortex develops its basic structures (between the 15th 
and 40th day). They say that there cannot be a human person 
without the central organ of all conscious activity typical of 
the human person. Though this point is of some interest, it 
does not give more than a probability of the absence of a human 
person before that time. It should be noted that if there were a 
person, then his life is inviolable. Even the probable presence 
of a human person forbids the expulsion of the embryo. 


Since the fertilised ovum differs qualitatively from the male 
and female gametes, the expulsion of the zygote even during 
the first few days would be more than contraception. But, in 
the present state of the question, it does not seem to imply the 
killing of a human being and hence incur the malice of abortion. 
Hence, though it would not normally be permissible, still it 
could not absolutely be forbidden in conflict situations. * 

A clear case where this view could be safely followed is the 
attempt to counter the effects of rape. Considering all the issues 
involved it would seem permissible to use the ‘morning after 
pill’ in this situation to prevent nidation. 

The use of the ‘loop’ (even when one is convinced that one 
has to use a contraceptive as a lesser evil) is more complicated. 


6° ‘Pour une reforme de la legislation francaise relative a l'avortement, 
Etudes, 338(1973), n. 1, 71. 
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The loop seems more probably to function by expelling fertilised 
ova. Here the expulsion would be taking place regularly and 
frequently. Considering also the clinical contra-indications of . 
_ this method, it should be the last thing one should think of when 
confronted with a-problem of family planning, in spite of the 
ease of its application. 


Once hominisation has taken place, no artificial line can be 
drawn in the moral judgment concerning the termination of life. 
of a born and an-unborn child. The level of development of the 
foetus or its dependence on the mother does not prejudice its 
right to life. From the second week, the development is con- 
tinuous and rapidly approximates the essential features of 
the human organism. Heartbeat occurs between the third and 
fourth week. At the end of six weeks all the internal organs 
will be present, at least in a rudimentary stage. By this time 
the basic structure of the typically human cortex is develop: 
ed. By the end of seven weeks tickling of the mouth and nose 
will cause the embryo to flex its neck. At the end of six weeks 
there will be readable electrical’ activity in the brain. By the 
tenth week spontaneous movement, independent of stimulation, 
occurs. At twelve weeks, the brain structure is. complete and 
the foetal heartbeat can be picked up by means of the electro- 
cardiogram. With present day techniques, the foetus has 10% 
chance of survival from the twentieth and twenty-eighth week.7 
With progress in medicine the frontiers of viability will be ex- 
tended. Yet, at times, abortions- are performed even after the 
twentieth week and live foetuses ejected are summarily con- 


signed to death. : 


There is need for strongly upholding the right of the . 
unborn to life. But calling abortion murder might not be help- 
ful. It might unnecessarily offend the susceptibilities of doctors 
and others who sincerely think that to be the right course in 
certain difficult circumstances. 


7 See A. E. Hellegers, ‘Foetal Development, Theological Studies; 31 
(1970)7-9. 
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CG Direct Abortion 


Traditionally, a very sharp distinction has been drawn: between 
direct and indirect abortion. Direct abortion is any procedure 
whose sole immediate effect is the expulsion of a non-viable 
foetus (and its consequent death). This has been considered 
_ as intrinsically evil. Indirect abortion is any action that is 
directed immediately to some other legitimate purpose and pos- 
sible incidental expulsion or death of the foetus is only regret- 
fully tolerated. This has been considered licit for a proportion- 
ate reason, 


Case I: An unmarried girl gets pregnant because of vio-, 
lence. Would it be permissible for her to have an abortion in 
order to save her reputation and in order not to bring forth an 
illegitimate child into the world? 


The most important thing in such cases is to adopt an 
understanding attitude towards the girl. The main motive that 
drives her to seek an abortion is her inability to handle the 
extremely difficult situation. So she needs to be strengthened by 
the process of counselling ‘to gain insight into the whole situa- 
tion. It may well be that she still remains determined to have 
an abortion or she may have already gone and procured one. 
In either case it would not help to adopt a condemnatory at- 
titude. The already existing anxiety or guilt feelings might be © 
aggravated. 


But, as far as possible, she should be helped to see that it 
is not permissible to take the life of the foetus to solve her 
problem or that of the foetus itself. 


The abortion in this case is direct, ie, it is clearly the 
direct taking away of the life of an innocent human person, 
and as such can never become objectively permissible. We must 
distinguish between adopting a sympathetic attitude and positive- 
ly approving of an illicit action. But, disapproval of abortion 
should go together with reducing the causes for it, eg, an un- 
duly harsh and pharisaic judgment of unmarried girls who 
become pregnant or the stigma attached to illegitimacy. 
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Case II: A pregnant woman has previously had two still- 
born children in succession, so that there is strong reason to 
fear that the present baby will also be born dead. May she 
ask the doctor to terminate her pregnancy in order to avoid 
the inconvenience of ‘uselessly’ bearing the foetus for some 
months? 


This is again a case of direct abortion. The life of the | 
foetus may not be terminated because it would any way die 
later. The foetus has every right to live as long as it can. The 
role of the medical profession is not to terminate the life of 
the foetus, but to try to keep it alive in the womb at least till 
it reaches viability. However, the unhappy mother needs a 
lot of emotional support. 


D Indirect Abortion 


Case III: A pregnant woman is suffering from severe uterine 
hemorrhage. May the bleeding be checked by the use of ergot, 
but with the danger of causing abortion? | 


No. 14 of the Ethical Directives. issued by the U.S. bishops | 
states as regards such procedures: ‘Regarding the treatment of 
hemorrhage during pregnancy and before the foetus ‘is viable: — 
procedures that are designed to empty the uterus of a living 
. foetus still effectively attached to the mother are not to be 
permitted; procedures designed to stop hemorrhage (as distinct 
[rom those designed precisely to expel the living and attached 
foetus) are permissible insofor as necessary, even if foetal death 
is inevitably a side-effect.’ 


If the doctor judges that the use of ergot is urgently indi- 
cated to save the woman from a fatal hemorrhage, he may, 
according to the principle of- the double effect, licitly use the 
drug. However, if there is some other equally effective drug 
without the same danger of abortion, that should be used. 


The same is to be said about using large doses of quinine 
for malaria during pregnancy when other effective treatment is 
not available. 3 
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Case IV: When a woman has attempted an abortion and 
is bleeding: profusely, may a midwife complete the “process? 


An important ethical clarification regarding obstretical 
practice is the distinction between merely threatened and inevit- 
able abortion. This applies when there is profuse spontaneous 
hemorrhage of a pregnant uterus or when abortion has been 
ineptly attempted and the woman is brought in bleeding to 
the hospital. Mere threatened abortion is when there are some 
signs of a premature expulsion of a non-viable foetus, but the 
abortion can still be averted. The process may not be com- 
pleted at this stage. But drugs may be administered to the 
extent necessary even with the risk of expulsion of the foetus, 
which if it occurs will be justifiable indirect abortion. 


Inevitable abortion is the term used to describe the condi- 
tion when the process of expulsion of a non-viable foetus has 
irrevocably begun, eg, the placenta is already sheared off 
substantially or the amniotic sac is broken. The fatal blow to, 
the foetus has already been given and hence the process may 
be completed in order to handle the hemorrhage more easily. 


To treat some cases of hemorrhage without danger to the 
foetus, long bed-rest and expensive drugs are necessary. If a 
woman cannot afford these, especially because there are other 
small children to be taken care of, she is not obliged to submit 
to them. She may legitimately risk the danger of spontaneous 
abortion. 


But a pregnant woman would be obliged to abstain from 
activities’ she is fond of, but which are not indispensable, inas- 
much as it is necessary to save the life of the foetus. 


Case V: A woman in the third month of pregnancy has a 
carcinoma of the uterus. Jn order to save her life, the uterus 
has to be excised urgently which, however, would result in 
the death of the foetus. May the operation be performed? 


If mild irradiation without danger to the foetus is not suf- 
ficient to arrest the cancer and if excision cannot be postponed 
till the viability of the foetus without notable increase in dan- 
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ger to her life, the operation may be performed. It would be 
a case of justifiable indirect abortion. 


Case VI: The uterus of a pregnant woman is affected by 
a dangerous tumour which is not amenable to treatment with 
the foetus in situ, so that, unless the uterus is emptied, there 
is danger of both mother and foetus dying. If the foetus is re- 
moved, there is a good chance of handling the malignancy. 
Could the foetus be removed? | 


Older moral authors suggested that it would be licit to ex- 
cise the uterus with the foetus (indirect abortion) but not mere- 
ly remove the foetus (direct abortion). But the question is not 
so simple. If the uterus is excised, not only the foetus will lose 
its life (though indirectly!), but the woman will surely lose her 
fertility, not to speak of the danger from radical hysterectomy. 
Detaching the foetus would kill the foetus, but provide a good 
chance of saving the uterus and the operation would be easier 
on the woman. Hence many recent authors consider the. tradi- 
tional stand as excessive hair-splitting. Further, it is interesting 
to note that the procedure of clamping blood vessels before ex- 
cising the uterus would immediately result in the death of the 
foetus. So, in fact, in the operation of hysterectomy, the woman 
would be saved through an action that is death dealing to the 
foetus. 

Hence, it seems that if the excision of a cancerous uterus 
with the foetus in situ is considered licit, the lesser operation 
would be all the more permissible. Here the distinction be- 
tween ‘direct’ and ‘indirect’ abortion cannot be applied neatly. 
Pressed too rigorously, it results in incongruous conclusions. 


E Therapeutic Abortion 


Case VII: May abortion be performed if a woman is un 
able to sustain a pregnancy because of coincidental diseases 
like weak heart, severe anaemia, pulmonary tuberculosis, dia- 
betes mellitus, renal disease and- epilepsy? 


Here the dilemma seems to be whether to directly termin- 
ate the life of the foetus or let both mother and foetus die. 
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First of all, it must be remarked that in modern obstetrics, 
such cases are increasingly rare, since, with the treatment now 
available, the continuation of the pregnancy will seldom be a 
greater danger than the procedure of abortion itself. There is 
little guarantee that the woman with the pathological condi- 
tion will be able to withstand the operation of abortion better 
than the difficulty of bearing the pregnancy. In several com- 
parisons in Britain and the United States between hospitals 
that totally excluded abortion and those that sometimes per- 
formed it, it has been shown that maternal deaths in the latter 
were greater.8 The suggestion that difficult cases are not 
brought to hospitals that do not perform abortions does not ex- 
plain the difference fully. It is true that there are also statistics 
available which show that maternal: deaths are less where 
timely abortions are performed. But it should at least be ad- 
mitted that it is far from-clear that abortions significantly reduce 
‘the chances of maternal deaths. 


Besides, it is obstetricians who, declining to perform any | 
direct abortion, have taken up the challenge of sustaining, the 
pregnancy in spite of the pathology that have nee n responsi- 
ble for the immense progress in this field. If all had followed 
a Gefeatist attitude and resorted to abortion to solve every 
problem, then the technique of killing unborn babies alone | 
would have been perfected. 


Nevertheless, it may happen in some concrete cases that 
the continuation of the pregnancy is -judged to result in the 
certain death of the, mother (and consequently also of the 
foetus), while abortion would provide a good hope of saving 
at least the mother. According to the traditional way of think- 
ing, even then abortion would not be permissible, since it would 
amount to the direct killing of an innocent human person, 
while in the other alternative, one would be regretfully permit- 
ting both to die after having done everything possible to save 
both. This view is based on the absolute inviolability of human 
life, ie, on the persuasion that under no circumstances has 


8 Cf. G. Kelly, Medico-Moral Problems, pp. 77-78. 
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anyone the right to directly attack the life of the foetus. That 
this firm stand has not been so heartless, as some make it out 
to be, has been shown by the progress in the advancement of 
techniques that have greatly reduced maternal deaths. 


Still, some may persist in saying that at least one life 
should be saved when it can be done by expelling the foetus. 
They might subjectively experience a conflict of duties, eg, on 
the one hand to respect the life of the foetus, and on the other 
to save at least the mother when otherwise both would die. If 
some people were to have recourse to abortion sincerely with 
this frame of mind, they could not be held blameworthy. As 
an extenuating circumstance it should be remarked that there 
is no relationship quite so immediate as that of mother and 
unborn child. Though it would not be right to call the foetus 
a ‘material aggressor,’ still its destiny is totally linked up with 
that of the mother who has no other alternative except either 
to risk her life without any advantage to the foetus, or try to - 
save herself by directly terminating the life of the foetus. 
Failure to appreciate this point has rightly provoked the bitter 
anger of mahy women. 3 


But such exceptions should be made with the utmost cau- 
tion, since many are prone to extend the indications for abor- 
tion, not ‘only to the danger of maternal death, but also to 
maternal well-being, physical and psychic. People began to re- 
commend abortion when there was a severe condition of puer- 
peral psychosis. Now, indications such as depression and ex- 
acerbation of an anxiety state are also pat forward. It is a short 
step to pass from here to abortion on demand. 


Dr John Marshall remarks: that the scientific evidence on 
which the psychiatric indications for abortion are based is:al- 
most non-existent. Moreover, there are other remedial measures 
which can be effectively applied to those who are psychol- 
ogically ill during pregnancy.9 


9 The Ethics of Medical Practice, London, Datron; Longman & Todd; 
1960, p. 106. 
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Case VIII: Shila gets-pregnant after a party. She is great- 
ly worried. One of her friends gives her a graphic account of 
the troubles of pregnancy. Soon she has pernicious bouts of 
vomiting. When her condition gets very serious, the doctor 
terminates the pregnancy. Was his action justifiable? 


Hyperemesis gravidarum (toxemia of early pregnancy) 
which in most cases begins about the third month of pregnancy 
is partly due to hormonal imbalance. But psychological factors 
like ‘social and domestic situation, the rejection or anxiety of 
being pregnant, the feeling of unwanted responsibility, the 
feeling of guilt,’10 are also responsible for the condition which 
is actually a hysterical aggravation of the slight morning nausea 
and vomiting which is more or less common in early pregnancy. 


Hence what is needed is not abortion, which is not justifi- 
able, but psychotherapy with sedation and other forms of 
supportive treatment. 


‘In discussing a concrete case of a serious condition of 
hyperemesis gravidarum, Sylvia M. Walton relates the verdict 
_ of the consultant physician: ‘Things medically not good and 
a social mess.’ When, after some hesitation pregnancy is term- 
inated through hysterectomy ‘to save the Tife of the girl,’ the 
author comments: ‘The medical condition was treated and the 
threat to Susan’s life averted: The psychological and social 
condition were changed and were not treated and I doubt if 
they ever will be. Susan is left with a mental as well as an 
abdominal scar.’11 


F Ectopic Pregnancy / 


Case IX: A fallopian tube is in danger of rupture because of 
an ectopic pregnancy. May the tube be opened and the foetus 
shelled out in order to save the mother from the dangerous 
consequences of the rupture? 

‘ Thete was at first disagreement among older theologians 


10 Cf. ‘Hyperemesis Gravidarum,’ Nursing Times, 69(1973)453. 
11 ‘A Social Mess,’ ibid. | 
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about this problem. Some held that. any intervention resulting 
in the immediate death of the foetus would be direct abor- 
tion and hence never permissible. So the only thing to do was 
expectancy treatment bearing the risk of a dangerous rupture. 
Others contended that even before the rupture the tube is in 
a pathological condition and hence if expectancy treatment is 
not possible without adding notably to the danger to the mother’s 
life, then the entire pregnant tube may be excised; the resulting 
death of the foetus would be indirect and justified under the 
circumstances. Following this trend, the Ethical Directives of | 
the U.S. bishops state: ‘In extra-uterine pregnancy the danger-: 
ously affected part of the mother (eg, cervix, ovary or fallopian 
tube) may be excised, even though foetal death is foreseen, 
provided that (i) the affected part is perceived already. to be so 
damaged and dangerously affected as to warrant removal; (ii) 
the operation is not just a separation of the embryo or foetus 
from its site within the part (which would be a direct ‘abortion 
from an uterine appendage); and that (iii) the operation cannot 
be postponed without notably increasing the danger to the 
- mother (No. 16). 


In most instances, by the time an ectopic pregnancy is 
diagnosed, a serious threat to the mother’s life is already pres- 
ent. But if in a particular instance, the doctor is of the opinion 
that the danger is still. remote, he would have to wait for 
further developments -(unless the woman is living in such a 
place that competent help would not be available when the 
danger arises). 


This, opinion forbidding mere removal of the foetus, but 
permitting the excision of the tube with its contents is now 
common among traditional authors. It is based on a sharp dis- 
tinction between direct and indirect abortion. But as in the 
case VI, it is not without serious difficulties. If the second 
procedure is adopted, not only the foetus will die, but 
the tube will be lost and if the other tube is already damaged, 
the woman will entirely lose her fertility. Besides, in the pro- 
cess of excising the tube, when the blood vessels are clamped, 
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the foetus already loses its life. So the death of the foetus is 
in fact prior to the excision of the tube. 


Hence several authors have recently pointed out that here 
the neat distinction between direct and indirect abortion col- 
lapses. So they affirm, and it would seem with good reason, 
that the doctor would be justified, when there is real danger 
of rupture, to remove the foetus and attempt to salvage the 
tube. 3 


G Abortion and the Law 


The scope of civil law is not to teach morality or enforce the 
moral law in all its purity, but it is to procure the common good 
or the conditions most suited for the realisation of human 
welfare. It is easy then to see how civil law could tolerate evils 
when there is no infringement of the fundamental rights of 
others. However, in the case of abortion, the inviolable right 
of the foetus to live is involved. Hence, the ‘legalisation’ of 
abortion is a very serious matter. 3 
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Still, in a pluralistic society, where there is a strong differ- 
ence of opinion regarding the issue, it is not practicable to make 
every case of abortion punishable by law. Some compromise 
is necessary. But the indications for legal abortion should be 
sufficiently restricted lest the nation lose respect for human 
life. In fact, recent permissive laws in England have been fol- 
lowed by a campaign in favour of legalising euthanasia. It 
would not be surprising if the next step is to ask for terminating 
the lives of gravely defective or severely handicapped babies. 


The Medical Termination of Pregnancy Bill in India does 
not seem to pass the test of a good law. No regard is paid to 
the right of the foetus. Thé indications are too broadly worded. 
Section 3, 2 permits abortion when ‘the failure of a birth control 
device or method would constitute a grave injury to the mental 
health of a pregnant woman.’ ‘This is practically equivalent to 
legalisation of abortion on demand. The provision has little 
relation to the alleged purpose of the bill as a health measure. 
There is a danger that undue pressure may be brought on 


115 


women to consent to termination of their pregnancy. There is 
no provision for proper counselling to arrive at a responsible 
decision. It may also happen that medical personnel may be 
compelled to do what apparently is only permitted. The real 
purpose of the bill seems to be to have one more birth control 
measure, to ensure a last line defence against unwanted births. 


Many of the reasons given by supporters of liberal abor- 
tion laws ‘have not proved to be valid. In several countries, 
instead of merely bringing about illegal abortions (with their 
attendant dangers) being performed legally, the total number 
of abortions has so risen as to exceed the number of live births. 
In some places the illegal abortions have continued as before. 
The definition of psychiatric indication has proved elusive so 
that it has become the thin end of the wedge leading to abor- 
tion on request. Hospital facilities have been so strained that . 
other patients cannot be properly treated. | 


It must be clearly noted that legality is not identical with 
morality. Now that the law has become permissive, it is for 
those who have the moral good of the nation at heart to strive 
to make people realise the enormity of the attack on countless 
innocent human lives. But those who oppose abortion should 
also work to do away with its causes, which are generally 
social and economic. They should strenuously fight to so modify 
the socio-economic situation that tue common motivations do 
_ not any longer apply. Girls in difficulty must find greater under- 
standing and someone to turn to for compassion and practical 
help. 
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Chapter 9 


ETHICAL PROBLEMS OF LATER PREGNANCY 
AND DELIVERY 


A Elective Induction of Labour 


Here the discussion is about the induction of labour after via- 
bility of the foetus. Induction before viability, amounts to 
abortion. 

Case I: Is the induction of labour, at or near term, justi- 
fied so that the mother be out of hospital for the Christmas 
holidays; or that the obstetrician may be able to take his 
vacation according to plan; or that he may be able to take care’ 
of a number of deliveries at approximately the same time? — 


There is no difficulty in the premature induction of labour 
for strictly medical reasons, ie, whenever it is medically indi- 
cated. The running of any risk involved would be justified by 
the need to avoid a gréater risk for baby and/or mother. The 
more premature the labour, the greater the risk to the child, 
hence the more serious must be the reason for inducing it. 
When prematurity is great the consideration whether the new- 
born child can be placed in an incubator must be taken into 
account. If the foetus is only probably viable and hastening 
the birth is necessary to prevent grave danger to the mother, 
the procedure would be licit, provided there is genuine hope 
of saving the child’s life. Otherwise, every attempt should be 
made to sustain the pregnancy for some more days. 


But in the elective induction of labour for non-medical 
reasons, the advantage looked for must be even more carefully 
weighed against the dangers to the child and the mother. Some 
would consider the induction for the personal convenience of 
the doctor or midwife as never justifiable. They would say the 
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same about reasons on the part of the woman that are not - 
urgent and compelling. But they would approve of the pro- 
cedure for averting precipitate labour, non-availability of a 
competent person when spontaneous labour occurs and such 
reasons which border on strictly medical. 


Others would be more. lenient, but insist on proper safe- 
guards and judicious selection of patients, excluding routine 
induction of labour for non-medical reasons. Here good medi- 
cine specially calls for proper individualisation. 

G. Kelly reports the criteria which a conscientious obste- 
trician would observe for the procedure: (i) induction should 
be employed only in a multipara; (ii) the history of previous 
labours and deliveries should be essentially normal, ie, no pre- 
vious prolonged labour, traumatic delivery etc; (iii) the head 
should be engaged; (iv) the cervix should be open; (v) the pelvis 
should be adequate; (vi) the patient should be close to term, 
one week or possibly two.1 


B_ Caesarean Section 


Perfection of modern techniques has now made this a relatively 
safe procedure. It has made possible the solution of many 
problems which hitherto confronted the obstetrician with a 
grave dilemma. Thus if the pelvis was too small to permit 
normal vaginal delivery, the alternatives were to perform cra- 
niotomy on the foetus*or to wait till the foetus was dead, by 
which fime the uterus might have ruptured or the mother 
might have suffered fatal shock. Such a situation can now be 
avoided by good antenatal care which foresees it in advance 
and tackles it by means of caesarean operation. 


Still, it does not normally approach the safety of vaginal 
delivery\for either mother or child. Besides, a primary section 
leaves behind a scar on the uterus affecting the power of the 
organ to function smoothly and safely in future pregnancies, 
In very many cases, a primary section also necessitates ceasa- 
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1 Op. cit., p. 143. 
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reans in all future pregnancies. After a certain number of 
_sections, there is the danger of rupture of the uterus in the next ~ 
pregnancy posing the difficult moral problems concerning 
hysterectomy or tubectomy (cf. chapter on Sterilisation). Also, 
it often causes troublesome adhesions in the peritoneal cavity. 


Case II: A woman who is having her first baby wants a 
caesarean in order to avoid the acute discomfort of vaginal 
delivery (usual in a primipara). Is her request justified? May — 
the doctor acquiesce saying: ‘If the woman wants the operation, 
that is her privilege’? 


From the facts mentioned above, it is clear that primary 
section is not justifiable unless there is a sound medical reason 
for the procedure. On the part of the child, it is sufficient that 
a section would offer a genuinely better chance of survival 
than vaginal delivery, even though the latter is possible. On the 
part of the mother, it is not required that it would be the only 
means of safeguarding her lite; it is sufficient “that the section 
would better ensure her welfare, eg, when there is weakness 
in the uterine wail. In either case, the total picture must be 
considered, ie, there must be a due proportion between the 
benefit for thé one and risk for the other. : 3 


Mere inconvenience or normal labour is ndt a sufficient 
reason for a primary section. The woman has no right to have 
herself rhutilated and also expose her child to some danger 
without sufficient reason. On the part of the doctor, he may 
not render just any service the patient requests; he may do 
only what the patient reasonably desires. The doctor must 
decide to intervene only according to sound professional stand- 
ards, and’ must not be led by the whims of some patients. 

_ Case II: A pregnant woman with an 8 months old foetus 
is dangerously ill from tuberculosis. Is she bound to submit to 
a caesarean in order to ensure the safety of the child? 

Objectively speaking, if there is a serious danger that the 
_ foetus might die if it is not delivered by means of a caesarean, 
she is obliged to submit to the operation. But, when it is fore- 
seen that she would refuse to consent when told of the matter, 
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great circumspection should be used in mentioning the obli- 
gation. It would destroy her good faith without certain benefit 
to the child. | 

When the condition of the mother would make the opera- 
tion’a lethal procedure, it should not be done. But preparations 
should be made to perform the operation the moment the 
mother expires. The child will be able to receive Baptism and 
may have good chance of survival. a 


C Drugs and Anaesthetics During Pregnancy and Labour 


Any treatment must always be in the best interest of the mother 
and the child. Treating the mother with a drug that may have 
an adverse effect on the foetus is justified, if the condition of 
the mother is serious and there is a proportion. between relief 

to mother and risk to the child. If the illness causes her mere 
| inconvenience, a drug seriously harmful to the child may not 
be used. ORY: 

Nowadays, widespread use of drugs and anaesthetics is made 
during childbirth in order to relieve pains and to enable obste- 
trical procedures to be carried out. While the benefits of the 
treatment are manifest, some of them have the disadvantage 
of depressing the vital centres regulating the circulation and‘ 
respiration of the foetus. The latter factor dulls the urge of 
the newborn child to breathe. Fortunately, the remarkable 
advances that have made in anaesthesiology have largely cir- 
cumvented these difficulties. However, when the services of a 
skilled anaesthesist or the best drugs are not available, the 


‘ moral issue still remains. 


When certain obstetrical procedures, such as turning the 
child in the uterus in order to deliver it, have to be perform- 
ed, anaesthesia is always necessary to bring about proper re- 
laxation. But in the case of normal delivery, the use of. drugs 
must be done judiciously in order not to cause undue harm to 
‘mother or child. The relief of pain is praiseworthy since the 
experience of childbirth should be as fulfilling as possible to 
the mother, but it should not present unnecessary hazards to 
the child. 
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The so-called natural or ‘painless’ childbirth insofar as it 
is practicable, is to be approved. By this method, the patient 
is educated during the antenatal period as to the events and 
processes of delivery, so as to remove fear which brings about 
tension. She is also taught physical relaxation, which further 
minimises pain and tension during childbirth. The words of 
Genesis 3,16: ‘In pain shall you bring forth children,’ are not a 
command. They are merely the statement of the disorder aris- 
ing from man’s alienation from God through the original Fall. 
It is laudable to try to overcome the effects of the Fall by 
relieving pain as much as possible without, however, being too 
preoccupied with self to the neglect of the child’s interests. 
If the mother experiences the great moment of giving birth in 
full consciousness and joy, it will benefit both her and the 
child. 

The midwife is called upon to develop an attitude which 
sees the whole process of pregnancy and childbirth as a natural 
event in which both the parents have an important part to play. 
She must seek to establish a pérsonal relationship between her- 
self and the mother so that the latter can confide in her. Her 
role is expanding and in a sense includes that of an educationist 
and a support to the whole family during the crucial period 
of her service. 


-D_ Hydramnios 


This consists of an excess of the amniotic fluid which surrounds. 
the foetus in the uterus. The fluid is basic to the circulatory 
activity within the foetus and hydramnios is caused by some 
pathology, probably gastro-intestinal, within the foetus itself. 
It affects the mother inasmuch as the excessive pressure on the 
abdomen causes acute discomfort and breathlessness. Also the 
over-distention of the uterus may prevent it from properly func- 
tioning during labour and in rare cases cause uterine rupture, 


The condition usually creates a difficulty only after the 
viability of the foetus. When the foetus is not viable, the deli- 
berate rupture of the membranes would not be _ permissible 
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since it would be equivalent to the direct expulsion of a child 
without possibility of survival. Howéver, it would be permit- 
ted to try and remove the excess fluid by aspiration through a 
needle taking care not to break the membranes if the condi- 
tion of the mother is sufficiently serious to warrant the risk of 
the membranes rupturing. According to some authorities, it 

/ is impossible to release only the excess fluid and, even if this 
. is achieved, the pathology of the foetus would cause the fluid 
to build up quickly once again. It is not for a moralist to pro- 
nounce on this; suffice it to point out that if the drainin? of 
the excess fluid is feasible it would be also morally permissible. 


After the foetus is viable, aspiration of the excess fluid may 
be certainly attempted. If the mother’s condition is serious, the 
membranes may be deliberately ruptured so as to induce pre- 
mature labour, or the foetus delivered in some other way that 
is thought to be the best indicated. 


E Hydrocephalus 


This consists in the accumulation of an excess amount of 
cerebrospinal fluid resulting in appreciable ,iucrease in the 
size of the foetal head. It makes the passage through the pelvis 
very difficult or even impossible, according to the degree of 
enlargement. Generally, children born with this condition, if 
they do survive, suffer from severe mental impairment. 


Craniotomy to deliver the foetus presents itself to many 
as an easy way out. But safety of the expectant mother cannot 
be the sole concern in evaluating an obstetrical procedure, and 
a direct attack on a living foetus is not permissible. So no 
technique which is immediately aimed at destroying the life 
of the foetus may be used. 


i 


The difficulty of delivering the foetus with over-sized 
head could be overcome by a caesarean section. But if the prob- 
lem, has not been foreseen beforehand and now it is too late 
for the operation, fluid may be aspirated, by a needle or. other 
instrument, from the ventricles of the brain in order to reduée 
the size of the skull to permit delivery, This procedure, though 
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risky, is not directly fatal, and hence is permissible as provid- 
ing for the best interests of both mother and child. Indeed, 
such a technique is exactly the same as would be performed 
in favour of the child if it were already delivered and gave 
some hope of survival. 


Here moral theology as such takes no stand on the purely 
medical question as to the better way of effecting a delivery, 
ie, by caesarean section or by some other procedure that makes 
vaginal delivery of a living foetus possible. It only points out 
that craniotomy and other operations immediately aimed at 
destroying foetal life are not justifiable. 


If the foetus has already succumbed in utero, obviously 
there is no moral objection to craniotomy-embryotomy as far 
as they are medically indicated, 


A similar problem arises when the child’s head is so lodg- 
ed that a forceful application of the forceps will be required 
to deliver it and the process may result in severe injury or even 
death to the child. This may be done if its immediate purpose 
is not to kill the child, provided there is some chance of deli- 
vering the baby alive, injury or risk to its life may be permit- 
ted, if there is no other way of delivering it. 


The same principles apply to cleidotomy, ie, cutting or 
breaking the collar bone when the size of the shoulders is an 
obstacle to complete delivery. 


| Concluding Remarks 


The ethical solutions presented in the above cases are in no 
way meant to obstruct the practice of good medicine. The 
discussion is aimed at showing how, in arriving at ethical de- 
cisions, all the aspects of the situation, the best interests of both 
mother and child and respect for human life are to be consider- 
ed. With greater progress in obstetrical science, more and ‘more 
of the ethical dilemmas in this area will, hopefully, disappear. 
Such progress will surely be helped by accepting the challenge 
to save the life of both mother and child in the most difficult 
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situations, instead of taking the easy way out or directly teernti- 
nating the life of one. 


The foregoing discussion is largely on the objective level. 
It can well happen that a doctor comes td other conscientious 
decisions, in which case, he would not be blameworthy on the 
subjective level. It may also happen that in emergency situa- 
tions, he has ng time to make an exhaustive reflection on the 
ethical issues involved. He will then have to come to a rapid 
decision as best as possible. But then the need for anticipat- 
ing such contingencies and studying their ethical oe 
becomes all the more clear. 
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Chapter 10 
FAMILY PLANNING 


A Responsible Parenthood 


Marriage is a partnership of love. The irrevocable marital bond 
is established by the conjugal covenant of miutual self-giving. 


' According to Vatican II, marital love is ‘eminently human 
since it is directed from one person to another through an affec- 
tion of the will. It involves the good of the whole person. There- 
fore it can enrich the expressions of body and mind with a 
unique dignity.... Such love, merging the human with the 
' divine, leads the spouses to a free and mutual gift, a gift prov- 
ing itself by gentle affection and by deed. Such love pervades 
the whole of their lives. Therefore, it far excels mere erotic 
inclination, which selfishly pursued, soon enough fades wretched- 
ly away.’l | 

‘This love is uniquely expressed and perfected through the 
marital act. These actions within marriage by which the couple 
are united intimately and chastely are noble and worthy ones. 
Expressed in a manner which is truly human, the actions signify 
and promote that mutual self-giving by which spouses enrich 
each other with a joyful and thankful will.’2 


But the Council also stresses that ‘marriage and conjugal 
love are by their nature ordained towards the begetting and 
educating of children, who are the supreme gift of marriage.’3 
Hence ‘parents should regard as their proper mission the task 
of transmitting human life and educating those to whom it has 


“1 Constitution on the Church in the Modern World, Art. 49, b, c. 
2 Ibid., Art. 49, d. 
3 Ibid., Art. 50, a. 
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been transmitted. They should realise that they are thereby 
cooperators with the love of God the Creator, and are, so to 
speak, the interpreters of that love.’4 

The parents must fulfil their sublime mission with respon- 
sibility. “They will thoughtfully take into account both their 
own welfare and that of their children those already born and 
those which may be foreseen. For this accounting they will 
reckon with the material and spiritual condition of their times 
as well as of their state of life. Finally, they will consult the in- 
terests of family, temporal society and of the Church herself.’5 

As regards population pressure, neither a too pessimistic 
attitude nor a naive optimism is justified. There is need for 
keeping the increase in population’ within reasonable bounds. - 
People must be aware that over-population is one of the main 
obstacles to progress in developing countries, though the prob- 
lems of poverty and underdevelopment will not be solved 
merely by limiting births. . 

The intentions of governments of many poor countries to 
curb a galloping population should be appreciated. All 
should try to find a truly human solution to this grave problem. 

According to the Council, ‘the parents themselves, should 
ultimately make the judgment’ regarding the regulation of 
births. It calls for generosity. ‘Trusting in divine Providence 
and refining the spirit of sacrifice, married Christians glorify 
the Creator and strive toward fulfilment in Christ when, with 
a generous human and Christian sense of responsibility, they 
acquit themselves of the duty to procreate.’6 ahi 

* So the genuine stand of the Catholic Church is respon- 
sible parenthood or personal decision based on a prudent and 
generous attitude. 


B_ Morality of Means 


The morality of the means used to regulate births still re- 


mains. It “does not depend solely on sincere intentions or on 


4 Ibid., Art. 50, c. 
5 Ibid:, Art. 50, d. 
6 Ibid., Art. 50, f. 
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an evaluation of motives. It must be determined by objective 
standards. These based on the nature of the human person and 
his acts preserve the full sense of mutual self-giving and human 
procreation in the context of true love.’7 


The choice of means here, as in every other matter, is gov- 
erned by the personal conscience, but one that is rightly formed 
by conformity to the divine law and guided by the Church. 


The Council did not make any pronouncement regarding 
the morality of particular methods as the issue was under the 
study of a papal commission. In 1968, Pope Paul VI issued 
the famous encyclical Humanae Vitae in which he called for 
responsible parenthood, but reaffirmed the traditional teach- 
ing regarding the means. According to this, ‘every marital act 
must be open to life’ and ‘excluded is every action, which 
either in anticipation of the conjugal act, or in its accomplish- 
ment, or in the development of its natural consequences, pro- 
poses, whether as an-end or as a means, to render procreation 
impossible.’8 This embraces all the so-called artificial means 
as well as interrupted intercourse. Direct sterilisation is es- 
pecially mentioned as forbidden. 


The Pope rejects the view that contraception could be 
justified by applying the principle of totality. ‘It is an error 
to think that a conjugal act which is deliberately made in- 
fecund and as such is intrinsically dishonest could be made 
honest by the ensemble of a fecund conjugal life.’9 We shall 
see later how this is to be understood in practice. 


The Pope goes on to declare that ‘therapeutic means for 
curing diseases of the organism even if they are foreseen to 
result in sterility (indirect sterilisation) are not all illicit.’10 


When there are serious motives for spacing births, ‘it is 


7 Ibid., Art.:51, d. 
8 NN. 11 and 14 
9 Ibid. 

10 N. 15. 
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licit to take into account the nature of the natural rhythms im- 
manent in the generative function, for the use of marital rights 
in the fecund periods only and in this way to regulate births.’11 


The evil of contraception lies in voluntarily setting in mo- 
tion the’ process of generating human life, and at the same time 
‘positively interfering with the God-given tendency of the act 
to life. 

Man has no unlimited domain over his generative function 
because of its intrinsic ordination towards raising up new hu 
man life, in which God intervenes in a special manner. Most 
of the marital acts may not in fact result in conception. Byt 
contraception is adopted precisely to hinder conception when 
it is feared that it might take, place. 

Contraception cannot be compared to any other medical 
intervention because of the nature of the generative faculty. 
In the process of human generation, God’s creative activity is 
specially involved. 

The encyclical also points out that the délibetate suppres- 
sion of the potentiality to life inherent in the marital act of 
love is ‘to contradict the nature of both man and woman and 
of their most intimate relationship.’12 It is a deliberate viola- 
tion of the intrinsic dynamism of love. i 

So the Church’s condemnation of contraception is - not 
based on any ‘biological’ view of morality. It is a question of 
respecting the personal values inherent in marital intercourse. 


C Remarks on Various Contraceptive Methods 


1 Coitus interruptus, ie, male withdrawal when orgasm is com- 
ing on and emission outside the vagina. This is not very effec- 
‘tive since some fluid containing sperm may leak out before 
withdrawal and conception might take place. 


Many authorities point out that this method is wont to 
seriously affect the intimate marital relationship and may ga: 


11 N. 16. 
12 N. 13. 
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ually lead to estrangement. The man has to be preoccupied 
about withdrawing. For the woman, the man’s sperm may ap- 
" ‘pear as something to be dreaded. Her own satisfaction may be 
hindered leading to frustration. The technique may also have 
a deleterious effect on the man’s nervous system. Besides, it 
seems to directly violate the unitive significance of the conju- 
gal act. : 
2 Condom or sheath covering the male organ. If it is of 
good quality and prechecked it gives very good, but far from 
absolute, protection. It is likely to make the act somewhat un- 
satisfactory, especially for the woman and may act as a barrier 
_to complete intimacy. 

3 Diaphragm or cervical cap. These are fitted into the 
vagina or uterine cervix in order to prevent migration of the 
- Sperm into the uterus and beyond. They require a fitting by a 
physician. They are often troublesome to wear, may cause irri- 
tation and are not entirely reliable. So spermicidals are also 
used to increase their effectiveness. 


4 Spermicidals. Jellies, foams and creams are applied in 
order to destroy the sperm or to paralyse their movement. (In 
olden times vinegar, lime-juice and a host of such materials 
were used.) Even when used togetHer with a diaphragm or 
cervical cap they do not provide a guarantee against concep- 
tion. Cheaper varieties are likely to cause irritation to the 
vaginal mucosa. My 7: 


5 Surgical sterilisation. (See next chapter) 


6 Infrauterine contraceptive devices (IUD), loops, spirals, 
rings of various shapes inserted into the uterine cervix. They 
are cheap and highly effective if they remain in place. But 
there is an expulsion rate of over 5%. In a number of women 
they cause bleeding or inflammation necessitating removal. 


Their precise mode of actions is still not clear. At first it 
was thought that they worked as anovulents, ie, someway pre- 
venting ovulation. Now it seems more likely that they prevent 
the implahtation of the fertilised ovum in the uterus (either by 
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accelerating its passage through the tube so that when it ar- 
rives, it is unable to implant itself, or by provoking changes 
in the uterine lining so that it repels the zygote), So the question 
of the abortifacient effect of the device arises (cf. chapter on 
Abortion). | 

7 Amovulent Pills (progestin-estrogen steriods). Taken 
faithfully for 21 consecutive days (from the 5th to the 25th of 
the cycle) they work as a most effective form of contraception. 
On the other days, the Pill is omitted, permitting menstruation 
to occur at, normal intervals. Tp 

The principal effect of the Pill is to prevent ovulation. But 
in case it fails in this action, it seems then to prevent implanta- 
tion, raising again the question of the possible abortifacent 
effect. But as this is a rare contingency and it is most likely 
that the zygote isnot yet an actual human being during the first 
few days, this point may be ignored. ) A 

Especially in the beginning of its use, it produces side- 
effects not dissimilar to the symptoms of normal pregnancy, eg, 
nausea, fatigue. In the majority of women, these are tolerable 
or minimised by having a suitable combination prescribed. The 
Pill is dangerous for women with uterine fibroids, liver dis- 
orders; abnormal clotting or varicose veins. Some other diseases 
like asthma, eczema and migraine may be aggravated. Its effect 
on breast and uterine cancer is rot yet clear. For all these 
reason, the Pill has to be taken only on prescription, after a 
thorough check-up. The cost of this check-up as well as of the 
drug itself has to be reckoned with. 

In spite of the very high efficacy of the Pill, it is far from 
being a panacéa. Slight negligence in its use ma result in 
pregnancy. The long range dangers of the protracted use of the 
Pill are such that it is limited in some advanced countries like 
Japan and France. | 

Non-contraceptive uses of the Pill. Progestin-estregen ste- 
riods have effects which are not directly sterilising. Use of the 
Pill for these purposes, when there is a sufficient reason is pert- 
missible according to principles of Humanae Vitae. Here we 
make no judgment as regards the medical efficacy of the pro- 
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s | 
cedures about which there are conflicting testimonies, but we 
are providing only a moral direction. 


1 Treatment of menstrual disorders like painful or too pro- 
fuse bleeding. Thé temporary sterility involved would be in- 
direct or only incidental to the treatment and would be justi- 
fied by the application of the principle of the double effect. 


2 To delay menstruation for a serious reason, eg, an opera- 
tion, important social event etc. The consequent delay in ovu- 
lation would again be only indirect sterilisation. 


3 Correction of irregular cycles. The treatment involves 
suppression of ovulation during some months. It would be licit 
to try to regularise the cycle in this way, even with a view of 
making the practice of the Natural Method of family planning 
easier. (The feasibility of the procedure is doubted by many.) 


D The Natural Method or Periodic Continence 


We are adopting this term since many understand by Rhythm 
only the Ogino-Knaug or Calendar Method which has not 
proved very satisfactory. 


This way of exercising teivomsible parenthood when there 
is no selfishness is definitely licit. It does not in any way imply 
positive interference with the procreative dynamism of the 
marital act. There is also a ‘technique’ involved in it, but it is 
only to discover the fertile and infertile days, not to frustrate 
the divine plan of ,eneration. 


Conditions for licit use: 1 Its practice should be under- 
taken only with mutual consent. Neither should insist on it 
against the reasonable will of the other. 


2 It is generally contra-indicated at the start of marriage. 
Apart from the difficulty of abstinence at this time, the pro- 
cess of pregnancy, childbirth and child-care is normally a mat- 
uring and stabilising experience binding the parties together 
and should not be postponed without a special réason. How- 
ever, completion of studies, lack of proper accommodation and 
so on may call for a postponement of the first pregnancy. 
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3 There should be no proximate danger of sin such as 
self-abuse, intentional mutual fondling to the point of solitary 
climax or, especially, infidelity. It should also not put a too 
great strain on the mutual relationship. * 


4 If in spite of precautions, there is a pregnancy, the 
couple must be ready to accept the child as a gift of God. 


It has been observed that a contraceptive mentality paves 
the way to abortion, while the sacrifice implied in the practice 
of periodic abstinence fosters respect for life. It is a common 
knowledge that in societies that have aecepted the normal use 
of contraception the incidence of abortion has been rising in- 
stead’ of falling, so that now the preoccupation has shifted 
from contraception to abortion . 


Various ways of determining the infertile period. The ex- 
pressions ‘safe’ and ‘unsafe’ are better avoided since they im- 
ply a negative attitude towards a future baby. It should also 
be noted that the same technique can be used to help over- 
come the problem of sub-fertility. A pregnancy could in such 
cases be better ensured by having interéoursé during the days 
of maximum fertility with some days of abstention before. 


1 Ogino-Knaus or Calendar Method. This is based on the 
calculation of the probable day of ovulation which generally 
takes place between 12 to 13 days before the onset of the’ 
next menstruation. Allowance has to be made of 3 days for the 
survival of the sperm and of 1 day for that of the ovum. Cal- 
culating backwards the probable date of ovulation, the fertile 
phase or the time of abstinence would be from the 19th to 
Lith day before the next menstruation. Further, in most women 
there is a fluctuation of about 3 to 5 days in the length of their 
periods. So the longest and the shortest length of the periods 
must be determined by observation over a year, or at least 6 
months. If, for instance, the longest period is 30 days and the 
shortest 26 then the time of abstinence is from 26-18 or the 
8th day of the cycle to 30-11 or the 19th day of the cycle. 


There are other causes for uncertainty. The sperm may 
live even for 5 days. Due to a variety of reasons, ovulation may 
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be anticipated or delayed beyond the expected, margin of fluc- 
tuation. If it is anticipated, the danger of pregnancy is not very 
great since the ovum would normally be not yet mature for 
fecundation. But if conception does take place, there is a 
slight danger of a deformed. offspring, though this danger 
should not be exaggerated. 


Because of the difficulty of adopting this Calender Method 
and its relative insecurity, the whole idea of the Natural 
Method has come into disrepute. Much of the talk concerning 
the alleged unreliability of the Rhythm Method. is due to 
concentration on this statistical way of determining the in- 
fertile period. Unfortunately many are still ignorant of new 
developments concerning the Temperature and Symptom 
Methods. 

2 The Temperature Method. Just as the time of ovulation, 
the temperature drops slightly due to the secretion of estrogen. 
Immediately after ovulation there is a sudden appreciable rise ~ 
of temperature under the influence of progesterone. This rise 
is maintained until the next menstruation. Since the ovum 
cannot survive more than 24 or at most 48 hours unless it is 


fertilised, after the third day of rise in the temperature, the wom- 
an enters upon a period of infertility until the next menstruation. 


The temperature may be taken orally, rectally or vagin- 
ally. As the rise in temperature is only about .3°C to.5°C, it 
should be carefully noted and recorded on a chart. It is to 
be taken in the morning before rising or after at least an hour’s 
rest in bed. Variations due to other causes like illness are 
sharper and more transitory than the post-ovulation rise. They 
are not accompanied by characteristic symptoms (see below). 
Sometimes the help of a skilled medical person may be needed 
to interpret the chart. A woman need not strictly take her 
temperature all the days of the month after some time. She 
will soon be able to determine the approximate time of ovula- 
tion. It is enough she notes her temperature a few days before 
this. As ‘soon as she is sure ovulation has occurred, she can lay 
aside her thermometer for that cycle. 
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3 Ovulation symptoms. Some days before ovulation there 
is a mucus discharge from the cervix which capacitates the - 
sperm for fertilisation. Just before ovulation it acquires a 
transparent, slippery and stringy character like raw-egg white. 
As the peak of fertility is reached at ovulation, the mucus 
causes a distinctive lubricative sensation. From 3 days after 
this event there is no chance. of conception till the next cycle. 
Most women, once their attention has been called to it, are 
able to discern this phenomenon. It is confirmed in many. wom- 
en by other symptoms like slight pain on either side of the 
abdomen, a light discharge of blood, a feeling of fulness and 
tenderness in the breasts. Some women may feel very moody, 
others more loving. For some women the mid-cycle symptoms 
may be so-manifest that they would by themselves be suffi- 
cient to determine the infertile period from 3 days after the 
peak mucus symptom to the onset of the next menstruation.13 
But if this observation of symptom is combined with the re- 
cording of temperature (Sympto-thermic Method), it provides 
as much security as any contraceptive procedure, including the 
Pill for that period. The days the woman experiences a sensa- 
tion of dryness in the vagina after the cessation of the period 
are also infertile days. 


Of course, the use efficacy will vary depending upon sub- 
jective factors like diligence in observation and amount of self- 
control during the fertile days. 


Those who have grave reasons for avoiding conception 
have to restrict intercourse to the days indicated above. If the 
consequences of a pregnancy would be less grave they could 
have sexual relations also during the infertile days of the pre- 
ovulatory phase. But then the chances of pregnancy will rise. 


4 Practical observations. This is not so much a technique 


13 Cf. J. Billings, The Ovulation Method, Melbourne, Abbey Press; 1972. 
Dr. Billings is one of those who“have done most to investigate and 
popularise the use of the mucus symptom, His somewhat exclusive 
reliance on the mid-cycle she ie alone appears rathet premature 
to other experts. 
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as an education: discovering the wonders of the divine plan 
for procreation and respecting this plan. 


This way of family planning demands a lot of effort, but 
the effort can be highly rewarding. When it is practised with 
mutual understanding and concern, it cannot but promote love 
and respect for one another. The husband will become more 
attuned to the reactions of the feminine organism and psychol- 
ogy and the respect he shows, will be amply réciprocated by 
tender affection. 

Many have complained that this method affects the 
spontaneity of love. But it may be asked whether this is not 
due to adopting it reluctantly and without sufficient mutual 
understanding. 

It has been observed that in a considerable number of 


women there is no strict periodicity of desire as in animals. 


This is already a sign of the transcendence of -human sexuality 
over mere instinct. But even if some (about 15%) experience 
a stronger sexual feeling during the ovulatory phase, in most 
of these cases, it can still be controlled by the power of love. 


The human person is called upon to bring desire under con- 


trol in order to make sexuality truly.an experience of love ac- 
cording to concrete circumstances. 

Dr Billings expresses this very well: ‘As the partners 
mature in their love with the passing years and the growth of 
their family, the physical act of intercourse comes more and 
more to express and nourish the love of the husband and wife 
for each other, and the inclination for intercourse to be deter- 
mined by the desire of each to serve the happiness of the 
other and the good of the family. Periodic restraint of the 
desire for physical self-gratification now not only intensifies 
the delight of intercourse subsequently, but makes the act 
more truly expressive of this unselfish love. A generous absti- 
nence from intercourse for the sake of the other though desire 
be strong has a beneficial effect on the marriage, preserving, 
strengthening and deepening conjugal love.’14 


14 J. Billings, Op. cit., p. 37, 
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The very recent developments in this area have revealed 
that the Catholic stand on the methods of family planning is’ 
not as impractical as was made out to be. There is need for a 
veritable change of heart on the part of many who had simply 
ridiculed it without knowing the real facts. - 


Though there is a medical aspect in the practice of the 
Natural Method, still it is predominantly a matter of marital 
adjustment. Hence guidance is best provided as an integral 
part of a comprehensive service in a Family Welfare Centre. 
Another way would be to train some well-motivated couples 
to learn and practise the method and then encourage them to 
guide others in the area. In either case medical personnel must 
be ready to offer their services, especially to help start the 
scheme. They should be most diligent in acquiring a thorough 
and up-to-date knowledge of scientific advances in this regard 
and also an efficient way of instructing simple married couples, 


The faithful practice of periodic continence requires 
training in self-mastery in the spirit of love and a general 
atmosphere favourable to chastity.15 Unless the dimension of 
sacrifice in marital love is fully understood and vigorously 
cultivated it is unrealistic. to expect sudden self-control when 
the need arises. The teaching of Mahatma Gandhi js very re- 
levant in this context. o : 

The zeal of governments in under-developed and over- 
populated countries to curb the population increase is under- 
standable. But any programme in this line must respect hu- 
man dignity and freedom. Now it is high time also to pay 
attention to. the Natural Method and allot sufficient funds to 
implement schemes based on it. | 


E Moral Solution in Conflict Situations 


From what has been said so far, we can conclude that (i) the 
Natural Method alone fully respects the divine plan for pro- 
creation; (ii) provided people are well motivated and instruct- 


15 Cf. L. J. Suenens, Love and Control, Westminister, Md., Newman, 
1961. 
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ed it can meet the needs of most couples. But the human con- 
dition is such that it may not resolve all problems. The ex- 
istence of certain genuine conflict situations must be openly 
faced. What happens if one of the partners, say the husband, 
cannot be brought to cooperate? What if the husband who js 3 
a sailor, salesman etc. returns just when the infertile period is 
over and prolonged abstinence in such a situation puts an in- 
tolerable strain on the marital relationship? What of the cases 
when the Natural Method is not technically feasible? 


The traditional principle of a perplexed conscience helps 
in resolving this problem: ‘When a person is confronted with 
opposing duties or is forced to chose between what he thinks 
are two evils, he has to choose the more urgent duty or the 
lesser evil.’ As the French hierarchy in its statement on Hu- 
manae Vitae declared: ‘Contraception can never be good. It 
is always a disorder, but this disorder is not always culpable. 
It happens, indeed,-that spouses see themselves confronted 
with veritable conflict of duties’ (No. 16), 


Hence, people who are sincerely striving to be faithful 
to God’s law, but cannot see how they can in fact, renounce 
the physical expression of their love without gravely endan- 
gering the good of their family and find that the Natural Meth- — 
od is not feasible in their case, cannot be blamed for using 
some other method of avoiding conception if it is necessary to 
do so. Here the statement of Vatican II may be recalled: 
‘When the intimacy of married life is broken off, it is not rare 
- for its faithfulness to be ruined’16 _ 


Here it is not merely a question of ‘difficulty’ of having 
another child or in controlling the sexual drive, but of a con- 
flict of duties. On the one hand, one has the obligation of mak- 
ing the marital act open to life, and contraception is an evil. 
On the other hand, one may be convinced of the duty not to 
jeopardise the good of the family or not to endanger the stabi- 
lity of the marital relationship. This dilemma cannot be solv- 


16 Constitution on the Church in the Modern: World, Art. 51, a. 
) 137 


ed by shutting one’s eyes to either of the sides or concentrat- 
ing on only one aspect of the matter. The issue must be square- 
ly faced and a conscientious decision made, This is to be done 
by the persons concerned themselves, preferably by the couple 
together, but if necessary, with the help of enlightened coun- 
sellors. | | 


It should be noted that contraception can only be a regret- 
fully chosen last resort. Married couples are obliged to sin- 
cerely examine the feasibility of the Natural Method for which 
medical personnel must be ready to help. But once a con- 
-scientious decision is taken, there should be no room for dis- 
turbing guilt feelings. 


We can never sufficiently emphasise that in any discus- 
sion regarding the means of family planning, the basic values 
involved, viz., marital love and responsible openness to life 
should not be lost sight of. Moral norms embody human values 
which must above all be sought The actual realisation of these 
values cannot take place without generosity and seélf-sacrifice. 
The Natural Method obviously calls for self-control in the spirit 
of love. But even when, in a certain case, a couple arrives at 
the responsible decision that they have no other alternative 
but to use some other means, the matter does not end there. 
It is not only a question of something being ‘allowed.’ The 
couple have still to make their sexual intimacy a real expres- 
sion of genuine marital love by esteem for each other and a 
selfless mutual self-donation. 


The supreme authority of the Church has fulfilled a pro- 
phetic role by drawing attention to the evil of artificial methods 
which cannot be the normal solution to the problem of birth 
regulation. In the light of the declarations of several episco- 
pates, we have also suggested a concrete solution in the con- 7 
flict of duties. We are aware that till such time that the 
Natural Method is made feasible by the availability of many 
competent instructors such conflicts may be very common. 
This is a challenge to all medical personnel and social workers 
to bring the findings of medical science to all the couples. 
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Chapter 11 
STERILISATION 


A Indirect Sterilisation 


Sterilisation is any procedure that renders conception impos- 
sible. It can be done by surgical, radiological or chemical 
means. Here we shall be dealing specially with the first two 
as the last has been treated in the previous chapter. 


Surgical (or radiological) means of sterilisation differs from 
other forms of contraception only in its radical nature. Here 
there is a mutilating effect and a contraceptive effect. The 
“first could be justified by a sufficient reason as in the case of 
other mutilating procedures. It is particularly the contracep- 
tive effect which is here of a quasi-permanent. character, that 
poses a mgral problem. 

The encyclical Humanae Vitae, confirms the traditional 
distinction between direct and indirect sterilisation. Direct 
sterilisation is any procedure that is directly aimed at render- 
ing conception impossible (whatever be the ultimate motive). 
It is declared illicit together with all other contraceptive pro- 
cedures. ; 

Indirect sterilisation is a procedure aimed immediately 
at treating some pathological condition, but from which ster- 
ility may result. It is licit for a proportionate reason. Humanae 
Vitae expresses this as follows: ‘The Church, on the contrary, 
does not at all consider illicit the use of therapeutic means 
truly necessary to cure diseases of the organism, even if an 
impediment to procreation, which may be foreseen, should re- 
sult therefrom, provided such impediment is not, for what- 
ever reason, directly willed.’1 
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The Ethical Directives of the U.S. bishops express the 
morality of indirect sterilisation thus: ‘Procedures that induce 
sterility, whether permanent or temporary, are permitted when: 
(i) they are immediately directed to the cure, diminution or 
prevention of a serious pathological condition and are not 
directly contraceptive (that is, contraception is not the pur- 
pose), and (ii) simpler treatment is not reasonably available.’ 


Case I: May oophorectomy (excision of the ovaries) be 
performed (i) as a palliative treatment for cancer of the breast; 
(ii) to prevent metastasis (spread of the cancer to other parts 
of the body) after excision of the cancerous breast? 


It is permitted to sacrifice one part of the body to con- 
‘serve its general health. The part which is excised need not 
necessarily be diseased or pathological. The ovaries send into 

the blood stream hormones which are thought to help spread 
' the cancer. If the intention is not to prevent conception, re- 
moval of the ovaries would be indirect sterilisation. It would 
be licit if it is required to safeguard the life or health of the 
patient. If, however, mild irradiation which would not destroy 
the reproductive power would suffice, then oophorectomy — 
would not be justified. 


Case II: After prostatectomy, there is the likelihood of 
post-operative infection spreading by way of the vasa to the 
epididymis and causing the painful and perhaps dangerous 
complication of epididymitis. May double vasectomy be per- 
formed in order to interrupt the path of infection? 


| The operation would be indirect sterilisation and as such 

would be licit if there is no other way of preventing a serious 
complication. The gravity of the complication could arise either 
due to danger to life or due to severe pain, extra expense or 
extra hospitalisation. 


Since the alternative treatment with antibiotics may be 
sufficient for some cases, routine vasectomy with prostatectomy 
would not be justifiable. If the patient is 2 married man with 
a young wife, there is less justification for performing the 
additional sterilising surgery. It could be performed in select 
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cases when alternative treatment does not give sufficient sec- 
urity or would be too expensive. : 

Similarly orchidectomy is licit in treating carcinoma of the 
prostate. : 

Case III: May hysterectomy be performed because of 
prolapse of the uterus or for obviating serious menstrual dis- 
orders? Z 
If the exicision of the uterus is necessary for the total. 
health of the patient, its sterilising effect may be permitted 
by the principle of the double effect. | 

It is for the doctor to decide whether this radical opera- 
tion is needed for handling the prolapse of the uterus. In the 
case of menstrual disorders, the woman, even if single, should 
not too easily ask for hysterectomy. The cause of the ailment 
may be psychic, in which case hysterectomy will not solve 
the basic problem. Even when the cause is physical, the opera- 
tion must be undertaken, all things considered, as a last re- 
sort. The remarks hold good for the attempt to stop exces- 
sive uterine bleeding through suppression of ovarian function 
by irradiation. : 7 

Case IV: The uterus is damaged due to repeated caesa- 
rean sections so that there is danger of rupture during the next 
pregnancy. May recourse be had to tubectomy to prevent this 
danger? 

According to the traditional view hysterectomy is certainly 
permitted when the damage done by previous caesareans is 
such that the operation is required to protect the woman from 
a danger that is now present, eg, hemorrhage, infection“ etc. 
But what if the danger would come only from a_ future 
pregnancy? 

This was a much discussed question in the fifties. Some 
considered removal of the uterus a purely contraceptive mea- 
sure. Others, among whom was the cminent Gerald Kelly, 
thought that the danger being already present and the organ 
becoming pathological inasmuch as it is unable to fulfil its 
proper function of safely sustaining a pregnancy, hysterectomy 
was at least probably licit. This opinion was well established 
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and adopted in practice by a large number of Catholic hos- 
pitals. But it was insisted’ that the operation should not be 
performed .as a routine procedure: after a definite number of 
sections, but only when the damage was such that it posed a 
concrete danger of rupture in the next pregnancy. The 1954 
Ethical Directives of the U.S. bishops carefully left the way 
open for permitting hysterectomy in selective cases: ‘Hysterec- 
tomy is not permitted as a routine procedure after any defi- 
nite number of caesarean sections. In these cases the pathology 
of each patient must be considered individually and care must 
be taken that it is not performed as a merely contraceptive 
measure.’ (No. 35) 

In 1964, E. Tesson raised the further question: ‘If radical 
hysterectomy is permitted in this case, why not perform merely 
the lesser operation of tubectomy?’2 He did not see any reason 
why it could not be done. Several moderate authors, among 
whom T.J. O’Donnell3 who to this day has remained stead- 
fast in defending the traditional doctrine on contraception, 
have affirmed that if hysterectomy would be dangerous, it 
would be morally acceptable to merely ‘isolate’ the damaged 
uterus instead of totally excising it. This would in fact amount 
to tubectomy. It is interesting to note that the first step in the 
operation of hysterectomy would be freeing the uterus at the 
tubal adnexa. O’Donnell observes that ‘at this point of surgery 
one has already passed through the moral issue involved.” 


As this discussion is well within the limits of the tradi- 
tional doctrine, the view permitting tubectomy in the case of 
an uterus that is so badly damaged due to repeated caesarean 
sections that there is danger of a rupture in the next preg- 
nancy, may be safely followed. Again, it should’ be remarked 
that it is not a question of the number of sections, but the 
actual condition of the uterus that matters. 


2 See ‘Discussion Morale,’ Cahiers Laennec, 24(1964), n. 2; 64-73. 
The whole issue is on female sterilisation. 


3 [Current Medical-Moral Comment,’ Linacre Quarterly. 34( 1967) 
156-157. \ 
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B. Direct Sterilisation 


Case V: A married woman has severe pulmonary tuberculosis. 
She is being operated on for appendicitis. The surgeon, fear- 
ing that any subsequent pregnancy might kill her, thinks about 
tying .the tubes. Is the operation permissible? 


This is a case of direct sterilisation coming under the 
prohibition of Humanae Vitae. It cannot be positively justified. 


There would be every reason for abstention from inter- 
course when the wife is suffering from such a severe condi- 
tion. Anyway, demanding frequent intercourse would mani- 
fest a great lack of sensibility on the part of the husband. If 
intercourse is restricted to the days when infertility is prac- 
tically certain (by the use of the Sympto-thermic Method and 
leaving a clear margin for safety), the problem could _ be 
resolved. | 
However, if the husband does not cooperate, or the ‘use 
of the Natural Method for some reason is not feasible or suf- 
ficiently secure, then a conscientious decision may be arrived 
at by applying the principle of choosing the lesser evil in a 
conflict. situation, especially if there are other children in the 
family. 

The same is to be said for cases like rheumatic heart 
disease and other severe conditions that would make a preg- 
nancy highly dangerous. 


Case VI: May sterilisation be done to’ prevent transmis- 
sion of hereditary defects like hemophillia, retinitis pigmentosa 
and mental deficiency? 


The science of genetics does not yet provide a secure 
means of predicting the transmission of hereditary diseases. 
Preventing the transmission of mental defects through sterili- 
sation is not a practical proposition because of the enormous 
number of catriers of recessive genes in the population. In 
the present state of knowledge ‘eugenic sterilisation’ does not 
provide a* scientific answer to the problem of hereditary dis- 
orders. i ‘ 
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In cases where the chances of the progeny being defective 
are very high, normally, the Natural Method of family plan- 
ning would be the solution. It is only in extreme cases, that 
sterilisation could be thought of as a solution for a conflict 
of duties in this regard. 


It is most inadvisable that the State intervene to sterilise 
those whe may transmit undesirable characteristics. This may 
easily Iead to excesses as in Nazi Germany. 


“The question whether the family may have a nympho- 
maniac who is also suffering from other grave mental defects 
sterilised should be decided in a conscientious manner. Here 
again the normal means would be to protect her from being 
exploited and suffer the consequences of pregnancy. 


Note that serious mental defect may incapacitate one 
from giving valid marriage’ consent. Besides, severe nympho- 
mania constitutes what is now called psychic impotence «hat 
renders marriage null. In the case of other hereditary defects, 
the marriage would not be null, but the one affected is gravely 
bound to reveal the condition to the prospective partner. 


Case VII: The husband is Rh positive and the wife Rh 
negative. There is danger of having babies that are still born 
or gravely diseased. May sterilisation be done to obviate the 
danger? 

. Conception can largely be prevented through the use of 
the Natural Method. If a pregnancy still takes place, the prob- 
lem can be increasingly handled by means like blood trans- 
fusions, though this treatment might not be easily available 
for poor families. In extraordinary .cases, the question of a 
lesser evil in a conflict situation might arise. 


Case VIII: A couple is in grave need and has already 
more children than they can take care of. Besides, the woman ~ 
is weak and would be hardly able to bear another pregnancy. 
The husband wants her to be sterilised. Would it be permis- 
sible? 

Sterilisation is very far from being the normal way of 
family planning though it might provide the maximum gua- 
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rantee against conception. It is not as simple as it looks. Fe- 
male sterilisation is a major operation unless it is done on the 
occasion of childbirth. Male sterilisation has deleterious effects 
on the psyche in a sensible number of cases. When the number 
of children is few, it is a gamble as the couple may have much 
cause for regret if anything happens to the children. Reversal 
of the operation needs extremely skilled personnel, is expens- 
ive and is efficacious only in a limited number of cases. For 
ordinary people in poor countries, it is practically irreversible. 


Above all, direct sterilisation is the most radical form of 


contraception which the Church insists is an intrinsic disorder. 


Hence, apart from an extreme case when a perplexed con- 
science sees no other practical moral issue, it could not be 
used as a means of avoiding conception. 


When a man is firmly convinced that there is no other 
solution but sterilisation, some rightly ask whether he should 
not himself submit to the operation instead of exposing the 
wife to a graver risk! 
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Chapter 12 


PROMOTING FERTILITY 


A. Sterility Tests 


Today, while regulation of births is the major concern, the 
problem of sterility cannot be neglected. The incidence, against 
the wish of the partners, is placed by severai authorities as 
high as 5 to 10%. It is estimated that in 10% of sterile mar- 
riages, the cause is solely in the man, and that in another 40% 
cases, the man provides a contributory factor. These figures 
should make people aware that the cause does not always lie 
in the woman as it is believed by many. The laws of some 
countries permitting a man in sterile marriage the right to 
divorce his wife and take another are clearly discriminatory. 


Further, it is not right io speak about the ‘fault’ lying in 
the man or wdman, thereby implying a personal failure lead- 
ing to shame and recrimination. It would be more accurate 
to speak about the ‘cause’ since sterility is just a disease or 
abnormality like those affecting other systems. 


The examination of the woman for the causes of sterility 
does not pose any special moral problem. It would seem that 
it would be more proper to start with the man since some of 
the tests in the woman expose her to some discomfort and 
the need for anaesthesia. But the examination of the man 
raises grave moral issues as the most important part of the 
investigation is the: examination of the semen in order ‘to 
ascer!xin its value—the sperm count and the motility and shape 
of the sperm. The question is as to how the sperm is to be 
obtained. 


Pius XII in his address to the Congress of Fertility, May 
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19, 1956, condemned the procuring of semen through mastur- 
bation since it violates the norm of the natural law that the 
complete activation of the sexual faculty can only be in the 
normal marital act.1 Masturbation as a means of obtaining 
sperm for diagnostic purposes, in venereal diseases like blen- 
norogia, was already forbidden by the Holy Office in 1929.2 


According to this stand of the Church, authors distin- 
guished between licit and illicit ways of obtaining semen for 
sterility tests. Some would today just brush aside such a dis- 
tinction as irrelevant. But as for others this is still a vexed 
question, we shall mention the traditional view about various 
methods and discuss how the problem is to be resolved’today. 


Mastur::ation was condemned, though it is the most com- 
_ monly used method in fertility clinics because of its conveni- 
ence and because the whole ejaculate is secured in an uncon- 
taminated form. 

Likewise, interrupted intercourse and the use of the im- 
perforated condom to collect the semen were also excluded 
since they substantially. depart from the normal marital act. 
The latter method is less suitable from the medical point of 
view as contact with the rubber has a deleterious effect on 
the semen. 

On the contrary, various other methods were approved 
since they do not substantially interfere with the act. Of these, 
the use of the perforated condom, the direct removal of sperm 
by testicular biopsy and direct expression of seminal fluid by 
massage from the seminal vesicles are medically not consid- 
ered quite satisfactory. The use of the vaginal cup placed over 
the entrance to the vagina after normal intercourse to catch 
the little quantity of semen running out of the vagina is not 
practicable.’ | 

The use of the cervical spoon (small plastic spoon, invented 
by Dr J.B. Doyle, which is inserted into the vagina before 


1 AAS., 48(1956)471. 
2 Cf. AAS., 21(1929)490. 


intercourse), is used quite extensively in the United States. 
Many couples, however, have found it troublesome to use, 
even if the method gave sufficient results. ; 

- The post-coital test, or aspiration from the vagina or cer- 
vix of a small proportion of semen by a syringe after normal 
intercourse, is the most widely used by those who wish to 
conform to the traditional norm. There are different views as 
to its suitability. Some think that it is unsatisfactory and in- 
convenient or even distasteful. They say that if the specimen 
is brought from home, it may not be sufficiently fresh. If. it is 
to be taken in the clinic, couples may not appreciate having 
intercourse to order apart from the difficulty of providing suf- 
ficient privacy for the intimate act. 


On the other hand, according to Dr John Marshall: ‘The 


post-coital test, in one form or other, is clearly satisfactory 
from’ the medical point of view, giving as much information as 
the examination of a masturbatory specimen and indeed, in 
some respects, more information.’3 

According to a very recent authority, P.M.F. Bishop, ‘if 
the (post-coital) test shows the cervical fluid with actively 
mobile sperm, a subsequent seminal analysis seems rather 
academic and some clinics ask for a seminal specimen only 
after a post-coital test revealed the absence or unsatisfactory 
_ behaviour of sperm.’4 He goes on to say that a negative post- 
coital- test may reveal poor techniques or even that penetra- 
tion has not occurred. In such cases a modification of coital 
technique may resolve the difficulty of sub-fertility. 

Now, since self-stimulation is not the normal way of acti- 
vating the sexual faculty, it cannot be the ordinary way of 
obtaining sperm for sterility tests. If any other method is found 
sufficiently satisfactory and acceptable, self-stimulation should 
be certainly avoided. > 


But the development of thinking in this matter should be 
noted. Several authors affirm that obtaining sperm through 


3 Op. cit., p. 74. a 
4 ‘Problem of Sub-fertility,’ Nursing Mirror, 136(1973)32. 
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self-stimulation within the context of marriage and marital 
love for ‘the purpose of fulfilling the procreative finality of 
marriage, when this cannot be realised satisfactorily otherwise, 
* would not amount to masturbation in the moral sense.5 


It is interesting to note that already at the end of the last 
century two distinguished theologians felt ‘that theré was no 
‘real’ masturbation here since the action preserved the funda- 
mental orientation towards a procreative objective.6 


B. Artificial Insemination 


This is the introduction of the male sperm into the female 
organism without normal intercourse. The problem regarding 
the manner of obtaining the sperm for this purpose is similar 
to that regarding fertility tesis. 

Artificial insemination with the sperm from the husband 
is called Homologous (ATH); with the sperm from another per- 
son, Heterologous or Donor Insemination (AID) Procedures 

which merely help the normal marital act to attain the goal 
of fertility are called Assisted Insemination. 


1 Donor Insemination. Recourse to this procedure is had 
when the husband is sterile or, when, because of hereditary 
disease, fertilisation by him is considered undesirable. Some 
extreme enthusiasts would recommend its systematic practice 
to improve the human race. 

This goes clearly against the divine plan for the procrea- 
tion of human life. It completely dissociates procreation from 
conjugal love. The end of procreation is to be realised accord- 
ing to human dignity which requires that new life be the fruit 
of the intimate and exclusive marriage partnership of love. 
It was strongly condemned by Pius XII.7 


—— 


5 Cf. B. Haring, Medical Ethics, p. 92. 

6 Cf. E. Berardi, Praxis Confessariorum, ed. 2, 1893; II; NN. 5289- 
92; and D. Palmieri in Ballerini-Palmieri, Opus Theologicum Morale, 
VI, N. 1304. / 

7 Address to Catholic Doctors, Septembtr 29, 1949, A.A.S.; 41(1949) 
559-560. 
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The procedure may look simples a mere injection of an 
insignificant amount of fluid. But when the woman becomes 
conscious of the new life waxing within her, she will realise 
that she is bearing a child that has no relation with the love - 
that binds her to her partner, who in turn will feel that he is 
a stranger to the new life developing in his home. (This is 
different from the situation of legal adoption when the two 
foster-parents have a like relation to the child.) Feelings of 
jealousy and inferiority on the one hand, and loss of esteem 
for the partner on the other would normally be the result. 
Ultimately the child will be the sufferer. 


Other grave problems arise from AID as, for instance, the 
legitimacy of the child and the consequences for heredity. If 
it is to be performed without the consent of the husband, apart 
from deception, there would be violation of strict justice as in 
the case of adulterous offspring. 


2 Homologous Insemination. Pius XII declared that even 
this goes against the divine plan for procreation. In 1949, he 
declared that only procreation through normal intercourse is 
conformable to ,the dignity of the spouses.9 He also affirmed 
that the possibility of resorting to this method will not make 
a valid marriage between two persons who are unfit to contract 
a marriage union because of the impediment of impotence, ie, 
when one of the partners is antecedlently and permanently 
incapable of normal intercourse. | 


In 1951, he explained that procreation must be the fruit of 
the personal act that is the natural expression of the mutual 
total self-gift of the spouses. ‘To consider, unworthily the co- 
habitation of husband and wife, and the marital act as a simple 
organic function for the transmission of seed, would be the 


8 See a confirmation of this point in an enquiry made by the French 
Federation of Gynaecological and Obstetrical Societies in 1957 in 
Cahiers Laennec, 17(1957), n. 4, 23-27. 

9 Address to Catholic Doctors, September 29, 1949, A.A.S.; 41(1949) 
560. 
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‘same as to convert the domestic hearth, which is the family 
sanctuary into a mere biological laboratory.’10 _ 


_ Again in 1956, he pointed out ‘that while the Church con- 
demns the separation of personal fulfilment in the conjugal act 
from the end of procreation (contraception), she equally rejects 
the opposite attitude of the one who isolates biological activity 
from personal union in the generation of new life. ‘The child 
is the fruit of the conjugal union, while it fully expresses, by 
the actuation of the organic processes, the sensible emotions 
which are connected with the union, the spiritual and disinterest- 
ed love which animates it. It is never permitted to separate these 
various aspects so as to exclude positively whether the pro- 
creative intent or the conjugal union.’11 It is to be noted that 
artificial insemination is condemned by Pius XII, not through 
a mentality of biologism, but precisely in the name of per- 
sonal values and the dignity of the spouses. 


3 Assisted Insemination. Pius XII, while condemning ar- 
tificial insemination in the strict sense, did not exclude the use 
of certain means ‘designed only to facilitate the act, per- 
formed in a natural way, to attain its end.’12 This: would cover 
such means as (i) the use of the cervical spoon to aid the migra- 
tion of the sperm through the cervical os; (ii) collecting im- 
mediately after normal intercourse the sperm in, a syringe and 
injecting it further into the woman’s genital tract. 


’ 4 Rethinking on AIH. Already before the papal interven- 
tion of 1949, a number of moralists, including A. Vermeersch 
and G. Kelly, were of the opinion that AIH was licit (at least 
when the sperm was obtained in a licit way). According to 
Kelly, writing in 1949, married people have the right to pro- 
create. So ‘the couple unable to generate by the normal means 
of sexual intercourse, may use abnormal means, provided that 


10 Address to Midwives, October 29, 1951, A.A.S., 43(1951)850. 
11 Address to Congress on, Fertility, A.AS., 48(1956)470. 
12 Cf. A.A.S., 41(1949)560, 1 O-\ U0 
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means (he means, of obtaining sperm), be ‘not sinful.’13 During 
the last few years, the question is being discussed again. Some do 
not see why the normal means of procreation within the marital 
partnership may not be modified to serve the procreative pur- 
pose of marriage.l14 As to the experience of couples, many do 
not feel that the biological aspects of AIH are significantly 
different from those of approved methods of ‘assisted insemina- 
tion.’ Some of them would even consider the intervention of 
a doctor to aspirate and reinject the sperm as an intrusion into 
‘conjugal intimacy. It may also be mentioned -that since the 
time of Pius XII, the Church has not reaffirmed the total ex- 
clusion of AIH. 


Hence, it seems that in the present state of the question, 
a couple eagerly desiring a child and sincerely finding the pro- 
cedures of assisted insemination unsatisfactory, would not be 
doing wrong by having recourse to AIH. 


C Fertilisation in Vitro 


This is agstep away from artificial insemination, Several possi- 
bilities must be considered. 


1 Fertilising an ovum from the wife with the sperm from 
the husband in a test-tube and replacing the fertilised ovum 
in her womb. The main.moral objection to this would be that 
it is even more artificial than AIH, ie, it is more of a departure 
from the normal way of procreation through the marital em- 
brace. But if AIH were to be considered licit in special cir- 
cumstances, this objection would not be so strong. 


However, the matter is more complex in practice. Ferti- 
lisation in vitro involves obtaining several oocytes by super- 


13° “The Morality of Artificial Insemination,” American Ecclesiastical Re- 
view, 101(1939, 2)113. For the trend of theological debate im- 
mediately ‘before and after the Pope’s intervention, cf. Theological 
Studies, 8(1947)106-110; 10(194$)113-114; 11(1950)67-68. 

14 Cf. R. Van Allen, ‘Artificial Insemination (AIH): A Contemporary . 
Re-analysis,’ Homiletic and Pastoral Review, 70(1970)363-372; B. 
Haring, Op. cit., 93. 
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ovulation, fertilising them with the husband’s sperm and in- 
jecting them into the womb in the hope that one of them will 
take. Many of them will perish. For those who are convinced 
of ‘hominisation’ at the moment of fertilisation, this will amount 
to being responsible for the death of several human beings, 
But considering the little possibility of ‘hominisation’ until 
about the time of implantatidn (cf. chapter on Abortion), the 
moral difficulty on this score does not seem to be insurmount- 
able provided the risk is kept within reasonable limits. 


There is still another difficulty arising from the — great 
danger that the zygote may develop abnormally. In the early 
stages’ of the experiment, the future normal and abnormal 
development is largely unascertainable. But when it is known 
that a zygote will develop abnormally, the grave issue will 
arise whether it is to be implanted or simply ‘rejected.’ 


Hence (i) fertilisation in vitro, when the implantation is 
to be done, at an early stage, need not be absolutely ruled out, 
but needs the utmost caution. Respect for human life must 
not be lost sight of while aiming at scientific progress; (ii) extra- 
uterine growth for a longer time increases the risk of abnor- 
' malities. The idea, for the moment utopian, of bringing up the 
foetus to full maturity in a steel womb is unacceptable since 
there is at least grave psychological danger for one bred out- 
side the human milieu without the essential symbiotic mother- 
child relationship. Here there would be complete: separation 
of human generation from conjugal love. 


2 Experiments are being made to transplant an embryo 
from the uterus of one woman to a ‘foster womb,’ either because 
the original mother is incapable of delivering a baby, or be- 
cause she is in imminent danger of death. Here the ‘way of 
conception has been normal. But the action of the second woman 
. seems to go beyond merely nursing another’s child. Could a 
woman dispose of her reproductive system in this way in order 
to carry the foetus of another woman and of another marital 
relationship? The memorandum compiled by the Ethical Com- 
mittee of the British Guild of Catholic Doctors in agreement 
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with the view expressed by the British Medical Association re- 
gards the procedure as unethical.15 


3 Fertilising an ovum with the sperm of a man other than 
the husband certainly involves the malice of AID. Concentrat- 
ing only on the biological improvement of the race through 
wholesale AID or this type of fertilisation’ using the sperm 
of select donors would betray a too mechanistic view of human 
existence. 


D Genetic Counselling 


1 Aims of genetic counselling. Some couples, before having 
children, wish to know the risk of begetting an abnormal child 
because (i) they have already had one or more children with 
a congenital disorder; (ii) they themselves or their relations 
have some disorder; (iii) the couple is close blood relations with 
each other. 

Some pregnant women for similar reasons want to know 
whether they are carrying an affected foetus. This is now done 
mostly through amniocentesis ir the 12th to 14th week of pre- 
gnancy. | ) . 

2 Scope of genetic counselling. It gives only information, 
and not advice, which is another matter. When it concerns 
children yet to be conceived, only different degrees of risk can 
be ascertained. Nothing definite can be said about the parti- 
cular child to be conceived. : 


Disorders are usually divided into: (i) high risk, ie, greater 
than 1 to 20, including all conditions transmitted in a clear- 
cut Mendelian manner. The inheritance may be recessive (car- 
rier does not manifest the disease which arises only when he 
marries another heterozygote), dominant or .sex-linked (disease 
generally manifest in the male only); (ii) moderate risk, 1 to 2C 
or less. In assessing this moderate risk it must be borne in mind 
that in the general population any newborn infant has a risk 
of about 1 in 35 of a serious developmental abnormality: 


15 Cf. Catholic Medical Quarterly, 24(1972)242. 
154 


(iii) random risk, when a disorder shows no tendency to recur ex- 
cept by chance, perhaps due to mutation. 


3 Decisions resulting from genetic counselling. The de- 
cision following from the information given by genetic coun- 
sellor who may include family doctors, pediatricians, obste- 
tricians and psychiatrists as well as genetic experts, is to be 
made by the couple themselves. When the risk of having de- 
fective children is fairly high, it is better for them to avoid 
a pregnancy. The morality of, the various methods for doing 
so has been discussed in the chapters on Family Planning and 
Sterilisation. : 


Usually genetic counsel is given at the specific request of 
the couple themselves. Sometimes the doctor may deem it nec- 
essary to initiate a discussion on the risk of having further 
abnormal children. When the couple is of very low intelligence, 
he may also give conscientious advice regarding the Follow- 
up action. 

It would never be licit to terminate a pregnancy because 
of genetic defects in the foetus. Hence it is difficult to see the 
justification for performing amniocentesis for the prenatal 
diagnosis of hereditary diseases unless facilities are available 
for such treatment as Rhesus iso-immunisation. It should be 
noted that amniocentesis presents 1 to 2% risk of provoking 
miscarriage through infection or trauma. 


a 


While genetic counselling is in itself good, it should not 
be exaggerated. Parents of children with hereditary illness 
often manifest feelings of guilt: Care should be taken that such 
guilt’ feelings and marital tensions are not exacerbated by 
genetic counselling. Many couples will need supportive coun- 
selling at various stages of the procedure. 


E Genetic Engineering and Cloning 


Though the first could be understood in a broad sense, even 
to include artificial insemination, here it is taken to mean the 
_ biological production of a human being to desired specifica- 
tions. Cloning (already accomplished in frogs) is the reproduc- 
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tion without sexual union, which is accomplished by removal 
of the nucleus of an ovum and replacing it by the nucleus of 
an asexual cell, eg, a skin cell. The resulting being would be 
_ genetically identical with the donor of the nucleus, These 
procedures are still in the ‘futuristic’ realm, but their discus- 
sion raises a serious concern for the sanctity of human life and 
of the divine plan for human procreation. Human procreation | 
is an act involving the total human person and not merely a 
rational or mechanistic laboratory process. 


In these matters, it is not intervention into nature as such 
that is to be questioned, but the kind of intervention. ‘Engi- 
neering” and ‘control’ are not necessarily identical with truly 
human choice. Human reason cannot be reduced to mere tech- 
nological ability. ‘Whatever the course of action we embark 
upon, whether in biotechnology or in any other sphere of hu- 
man behaviour, they must be calculated to be in the best in- 
terests of human personhood and human community and there- 
fore predominantly constructive and beneficial rather than 
destructive of or inimical to authentic human values.’16 Hence 
the warning of Jacques Ellul should be taken to heart: ‘When 
technique enters into every area of life including the human, 
it comes to be external to man and becomes his very substance. 
It is no longer face to face with man but is integrated with him, 
and it progressively absorbs him.’17 | 


But forms of genetic therapy which do not manipulate 
man, but tend to heal and perfect, do not meet with any moral 
objection. Thus the prospect of DNA therapy to attempt to 
cure genetic defect though it is currently limited by sérious 
technical difficulties is to be welcomed. Further, if it were 
possible to bring about stability and psychic balance by modi- 
fying the chromosomes, it would not constitute unlawful mani- 
pulation. 


16 N. Crotty, “The Technologica] Imperative: Reflection on Reflections,’ 
Theological Studies, 33(1972)442. 


17 The Technological Society, New York, Vintage, 1964, p. 11. 
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F Determination of the Sex of the Baby 


By modifying the chemical composition of the vaginal secre- 
tions, it seems possible to eliminate the sperm that would give 
rise to a baby of the unwanted sex. Though there is nothing 
wrong with the procedure as such, there should be a propor- 
tion between the degree of interference in the generative pro- 
cess with the risk of producing defective offspring on the one 
hand, and the reasons for attempting to have a child of a 
particular sex. 

The simple technique proposed by some of restricting in- 
tercourse to such days as might result in the birth of a child 
of a particular sex has no such difficulty. Still, there should 
not be such a preoccupation with wanting a child of a parti- 
cular sex, that if one of the opposite sex is born, he would 
be rejected. 
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Chapter 13 
COOPERATION IN UNETHICAL PRACTICES 


A The Nature of Cooperation 


When the ethical standards of superior members of the staff 
are deficient, assistant surgeons and nurses meet with serious 
ethical problems. The latter have to’ face such situations very 
often in certain institutions. 


Throughout her professional training, the nurse is taught 
‘to obey qualified authority without question. She is trained 
to carry out orders promptly without hesitation. But she remains 
a moral person in her own right. While she must be willing 
to carry out diligently all legitimate orders,.she may not indis- 
criminately cooperate in evil actions. 


The Rules of the Indian Nursing Council, while saying 
that ‘the nurse should carry out the physician’s orders intel- 
ligently and loyally,’ add ‘she is, however, justified in refus- 
ing to participate in illegal or unethical procedures.’ (General 
Rule, 6) 

Still, there is no-simple rule of thumb by which the nurse 
can decide how far she can assist at immoral operations. Obvi- 
ously to say that she should never do so would not be realistic 
and would ignore the fact that almost all her actions as such 
are good or indifferent, and it is someone else that uses them 
io perform the evil action. On the contrary, to say that the 
evil operation is the doctor’s concern and she has only to fol- 
low orders, would be to betray indifference to the moral issue 
in which she is involved by her association with the action. 
Hence the nature of cooperation must be clearly examined and 
then the morality of cooperation judged by taking all the 
factors into consideration. 
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Here cooperation is understood as any real or physical 
help given to another person in the commission of what one 
judges as an immoral act. 


Cooperatiog is formal either (i) when one who is aiding 
the principal agent freely agrees with the latter’s intention; 
or (ii) when the cooperator performs, under the direction of 
the principal agent, an essegtial part of the operation itself. 


Cooperation is material, when what the cooperator does is 
in itself good or indifferent, though it helps the other to carry 
out his immoral action. The assistant surgeon merely putting 
the stitches on seems to come under this category. 


Material cooperation is called proximate or remote accord- 
ing as it is more or less closely connected with the act of the 
principal agent. Thus the cooperation of the anaesthesist at 
the operation table would be more proximate than that of 
the nurse in the surgical ward. 


B Morality of Cooperation 


Formal cooperation is never licit. If it implies approval of the 
wrong doing, it evidently partakes of the malice of the princi- 
pal agent. Even when it does not imply approval, one may 
not take an active part, ie, perform an essential part of the 
operation, whatever be the situation or motive. Partial execu- 
tion of the immoral act itself necessarily implies the malice 
of the immoral action. Thus an assistant surgeon could never 
join in performing the act of abortion when his action amounts 
to the direct termination of the life of the unborn child (the 
matter is different if in a conflict situation therapeutic abor- 
tion is sincerely judged to be the lesser evil. Cf. chapter on 
Abortion). 


A nurse, fortunately, is rarely confronted with a call to 
formal cooperation since her work is substantially the same 
whatever the nature of the operation. Her material ceopera- 
tion is permissible under certain conditions, viz, if there is a 
proportionate reason for rendering it. The nurse must carefully 
weigh, as if in a balance, on the one side, the extent and con- 
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sequences of her association with the evil action, and, on the 
other side, all the consequences of not cooperating. 


Factors to be weighed on the first scale: (i) how bad is 
the operation? for instance, is it an abortion ar only a sterili- 
sation? (ii) how frequently does she have to cooperate? (iii) 
how proximate is the cooperation? (iv) how necessary is the 
cooperation, viz, would non-cooperation dissuade the surgeon 
from performing the operation? (v) is there any scandal involved? 


Factors to be weighed on the second scale: (i) financial 
loss, especially if the nurse is the sole support of parents or 
others; (ii) professional disability, eg, in the matter of promo- 
tion; (iii) interests of the patient, eg, if after the removal of 
the appendix the surgeon goes on to an immoral procedure. 
If she believes that it would lead to grave scandal, she should 
let it be known that she would not have cooperated had she 
previously known the full: scope’ of the operation; (iv) loss of 
opportunity to do good by having to leave the particular insti- 
tution. A conscientious and exemplary nurse can do much 
spiritual good that would compensate for occasional and un- 
avoidable material cooperation in evil. This presupposes that 
the nurse is really living up to high ideals of integrity and 
service. - 


In general, it can be said that the worse the operation 
and the more closely and frequently one cooperates, the more 
pressing should the reasons be for cooperating. One should 
remove scandal as far as possible by suitable explanation. A 
nurse must not cooperate when the only conclusion that can 
reasonably be drawn by anyone observing her is that she 
agrees with what is happening. 


In deciding whether to assist or not, the character of the 
doctor should be taken into account. If he is performing the 
operations merely for monetary gain, then the nurse has more 
reason to protest. But if a doctor is sincere and devoted, seems 
to- have solely the best interests of the patient at heart and 
performs the operation with the conviction that he is doing 
right, then the cooperation would be more easily justified. 


160 


If requested to be excused from assisting at immoral opera- 
tions would be reasonably heard and granted, the nurse is 
obliged to make the request; otherwise unprotesting assist- 
ance would imply approval. Even if the request would be 
futile it should be made sometimes as a way of showing dis- 
approval unless this would be construed as a sign of insubor- 
dination. In this last case, ch kaa should be manifested 
in some other way. 


Declining to cooperate or disapproval of the procedure 
should not appear as obstructionism and escapism. It should 
be clear to all that the Church is not opposed to the advance 
of medical science or is lacking in deep concern for the inter- 
ests and welfare of people, but that she is upholding moral 
principles in the true interests of all those involved. The indi- 
vidual doctor or nurse must manifestly be a person who does 
not seek his or her own private ease and comfort, but is always’ 
ready to render service even when it costs. Then their dissent 
will be respected.by all people of goodwill. 


Scarcely any nurse likes to assist at an abortion. It is she 
who has to dispose of the body of the innocent unborn child 
that has just been deprived of life. In some cases she has to 
handle an aborted foetus that is still living. So it should not 
seem to other nurses that the Citholic girl is merely trying 
to get out of a nasty job by raising the question of conscience. 
‘Anyone who wishes to appeal to conscience must first have 
proved in the ward that he has a conscience.’1 


Nurses should be aware that collective protests through 
Nurses’ Guilds are much more effective than individual and 
sporadic effort. Such protests should not be made in a spirit 
of agitation, but in a dignified way, and with the sincere motive 
of upholding ethical values. 

When it is doubtful whether the operation is permissible 
or not, the doctor should be given the benefit of the doubt, 
and the nurse should assist without hesitation. When she in 


1 Fr. Pius, ‘Moral Theology Forum: Conscience and the Abortion Law,’ 
Clergy Review, 50(1976)290. 
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turn doubts whether she has reason enough to assist, she may 
render the assistance. She should later reflect on these matters 
and if necessary seek the counsel of others in order to prepare 
for future. contingencies. 


The nurse herself has to make the decision whether she 
may cooperate. She may not shift this responsibility on to 
others. She should do this, not by being moved by mere feel- 
ings or by considering only one or other factor, but, as has 
been explained, by conscientiously weighing all the issues 
involved. Especially in the beginning of her career, she would 
do well to obtain the help of another to see all the principles 
and issues involved and thus arrive at'a prudent decision. 
Such consultation would help in. overcoming excessive sub- 
jectivism that may easily arise in this matter. 


It is good for the nurse to know that, according to civil © 
law, when a doctor’s illegal act (as defined by civil law) re- 
sults in the death of a patient, the one who assisted him may 
also be regarded as guilty if in the light of her training, she 
could and should have foreseen that the doctor’s act was going 
to harm the patient. 


When a patient already admitted to the hospital for an 
abortion anxiously asks the nurse, ‘What would you do?’ or 
“What should I do?’ the nurse must discern whether the patient 
has a genuine doubt or is only looking for reassurance. In the 
former case, the nurse could point out to her the evil of 
abortion and try to dissuade her from it. But in the latter 
case, though she should not positively approve of the abor- 
tion, she should be careful not to gravely upset her psycho- 
se balance by airing her views. 


C Problems Concerning Contraception 

One who is convinced that contraception is an evil may not 
simply induce others to adopt the practice. Before joining a 
government sponsored training course on family planning, a 
nurse or social worker should carefully study all the implica- 
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tions since the trainees have to sign a bond to serve the 
family planning department for a certain number of years. 


A nurse obliged to take part in a family planning program- 
me may insist on the need of planned or responsible parent- 
hood. She may give an objective exposition of all the avail- 
able methods with their merits and demerits. A conscientious 
nurse will not show herself indifferent to the moral evaluation 
of the methods. She will at least point out that the Natural 
Method is normally most in accordance with human dignity, 
leaving it to the couples concerned to judge whether the me- 
thod is feasible in their case and whether in their situation 
they have to choose another. The nurses must be ready to in- 
struct those who wish to adopt the Natural Method even if 
this would mean painstaking work. If the authorities try to 
prevent. them from giving due importance to the Natural 
Method, they should register a collective protest. Others should 
come to their aid, so that they are able to fulfil their role ac- 
cording to their convictions and in the interests of the people 
themselves. We think that the time has come for those who 
consider contraception as a disorder not to run away from the 
field of family planning but to humanise it and personalise it 
by respecting the dignity and freedom of couples and making 


‘available to them all the possible choices, including the Na- 


a 


tural Method, which has so far been neglected. 


A Catholic doctor in government service may not insert a 
loop or perform sterilisations except when he knows that the 
couple have come to a conscientious decision for very serious 
reasons about the matter (as has been explained in the chap- 
ters on Family Planning and Sterilisation), and he himself is 
convinced that there is no other alternative. He should avoid ~ 
taking part in indiscriminate vasectomies performed in camps 
in which free and considered decision is scarcely possible. The 
Christian doctor must consider it his special mission to bring 
an atmosphere of responsibility and freedom in the whole area 


-of family planning. Doctors who are compelled to insert a 


certain number of loops before obtaining their certificates 
should protest against this imposition. If this is not of any 


163 


avail, they should at least see that nobody is pressurised to 
wear a loop. This solution is meant as a last resort and is not 
to be understood as if doctors-are justified in inserting loops 
indiscriminately. f 


The cooperation of nurses in illicit sterilisation and inser- 
tion of loops is to be judged from the principles exposed above. 


4 
D Certain Operations in Catholic Institutions 


@vidently, there should be no unnecessary surgery or undue 
experimentation as judged by right professional standards. 


As has been suggested, tubectomy may be done in the 
case of an uterus so damaged by repeated caesareans that it 
is in serious danger of rupture during the next pregnancy (cf. 
chapter 11, A). The doctors may be allowed some discretion 
regarding tubal ligation in select cases when there is a condi- 
tion in the woman that would make a next pregnancy danger- 
ous. For the moment it does not seem proper to admit the 
patient only for this purpose. The latitude would be in cases 
when the doctors are convinced that the procedure is clearly 
indicated in the treatment of their patients. Even then it 
would be prudent to require the opinion of another doctor and ; 
the consent of the administration. This would provide for the 
honest convictions of an increasing number of doctors in Catho- 
lic institutions. This policy should be properly presented to 
the hospital staff as well as to the public to avoid grave mis- 
understandings. ; 


Some may think that sterilisation for other reasons is 
justified. But they should note that a Catholic hospital has’ its 
own ethos which is responsible for immense good to ailing 
people and hence the staff and patients should loyally conform 
to it. | 


Abortion as a rule is to be entirely excluded. The handling 
of some difficult and morally obscure cases has been discuss- 
ed in the chapter of Abortion. The administration should in- 
sist on a firm policy in this matter. 
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| Chapter 14 


TRUTH AND PROFESSIONAL SECRECY 


A Truth as Expression of Brotherly Love 


We are called to share in the life of God, the eternal Truth 
in a spirit of love. So we must steadfastly -practise the virtues 
of truth and fidelity. Being members of the same human fam- 
ily, we are called to total openness towards others. Our words 
and deeds must correspond to our real thoughts. This does not 
mean that we must blurt out all ‘that is in our minds. The use | 
of the gift'of speech must be directed to genuine interpersonal 
communication in order to foster union and personal fulfilment 
of everyone concerned. Love will inspire the prudence and 
discernment that is needed in the use of speech. 


A lie or manner of speaking that offends against the ex- 
pected openness in a given situation is always wrong, ie, not 
only when the deception causes positive harm to someone, but 
even otherwise since it undermines confidence. 


As the use of speech must always be constructive, one 
may not make a revelation that will offend against the legiti- 
mate right of privacy of another or much more when it will 
harm his true interests. Reverence for truth in its divine source- 
_ must caution us against manifesting it without reason when 
there is no preparation or disposition in others to receive it 
fruitfully, when the right response to it will not be given. 
Hence the obligation of guarding a secret. A further reason for 
keeping something secret is the reverence for the intimate 
realm of the soul from the prying gaze of others. Hence one 
must know how to guard a secret by silence, mental restric- 
tion, skilful parrying or diverting attention to something else. 
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~ B. Informing the Patient ~ 


As sickness affects the whole life of the patient, as it has spir- 
itual and material implications for himself and his family, he 
has the basic right to know what is wrong with him. Aware- 
ness of his condition may help him to actively cooperate in 
the process of healing: In fact all treatment should be based 
on reasonably free and adequately informed consent of the 
patient in a dialogical relationship. It will also help to organise 
his affairs for-the time of bed rest or hospitalisation. Hence 
normally the doctor should convey the pertinent information 
he desires. 

However, the temperament of the patient may be such 
that telling the bare truth might produce undesirable psycho- 
logical consequences and in effect hinder effective treatment. He 
may start comparing his case with that of others and ask for 
treatment that is inappropriate for his condition. Some patients 
may not be able to grasp even the most simple explanation of 
their illness. Others may misunderstand a technical expres- 
sion and take fright. For instance, some types of cancer are 
curable, but the very word may conjure up a picture of doom. 


Hence the general policy should be to enlighten the pa- 
tient as far as possible, taking into account the temperament 
and the best interests of the patient in the degree and man- 
ner of communication. Paul Tournier refers to the investiga- 
tion made among two hundred patients: ‘They wanted. the 
doctor to pay feal attention to their suffering and disease, to 
treat them as human beings and not as guinea pigs, and to 
tell them the truth about their disease, about its probable dura- 
tion, and what his prognosis was. The desire to be told the. 
truth was put first by the majority of those consulted. But 
many of them added that they did not want the truth to be 
told them brutally, so that they were cowed and shocked by 
it, but gently and tactfully, so that at might be helped to 


accept it.’1 


l Op. Cit., pp. 170-171. 
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_ The urgency of informing the patient of the approach of 
death is still greater. Human life is not a machine that is sim- 
ply to be set going without having regard to any other con- 
sideration. ‘The solemn moment of death is the most decisive 
time in human existence. It is most desirable that a person. 
prepare for it and meet it as best as possible. Hence the patient 
has the basic right to knew that his earthly pilgrimage is 
coming to an end, so that he might order his temporal affairs 
like making a will, and prepare himself spiritually. So when 
death is imminent or certain, the doctor normally has. the duty 
of communicating the information either by himself or through 
the nurse, the chaplain, a relative or a friend. A hospital 
counsellor might be specially suited for this job. The informa- 
tion’ may be communicated gradually; it should be done as 
delicately as possible. Often the patient himself has a premoni- 
tion of his approaching end. He wants to express his fears and 
‘anxieties. He should be allowed to express his feelings and 
slowly brought to accept the will of God. 


The duty to inform presumes that the information would 
be beneficial to the dying patient. But if it is foreseen that it 
might gravely aggravate his condition, which would only hin- 
der a proper preparation for death, the information could be 
withheld. As regards making the will, it should be enough to 
say, that, considering the seriousness of his condition, it would 
be advisable for him to take that step. 


Much depends upon the manner of conveying the informa- 
tion and the psychology of the patient. Some might be over- 
whelmed with dread while others might be able to spend the 
Jast days or hours with great spiritual profit. Hence it is very 
important to acquire the proper attitude to death during life 
as we have explained in chapter 2. 


It may be noted that doctors often apply dual standards 
as regards informing the patient of his critical condition. A 
recent survey revealed that 80 to 90% of doctors would not 
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usually téll the patient, that tney had cancer, while 60% would 
want themselves to be told.2 


In some countries a physician may be held legally liable 
if his failure to inform the patient of the serious nature of his 
disease would be a cause of grave damage, eg, by embarking 
on a perilous business venture or by holding out the false hope 
of recovery and thus inducing the patient to undergo expensive 
treatment recognised to be useless by the physician. 


If a doctor insists on withholding the information from 
the patient the nurse or chaplain would do well to discuss the 
matter with him. If the doctor admits the patient is dying, but. 
still refuses to communicate the information when this appears 
to be clearly in the best interests of the patient, they could 
at least hint about the true condition to the patient or his 
relatives. But they should consider the doctor’s point of view 
since he may sincerely believe that the information may do 
more harm than good to the patient. 


Much of the problem could be resolved by the doctor 
creating a climate of spiritual fellowship already when the 
patient was not so close to death so that he would be disposed 
_ to receive the painful information. If the nurse succeeds in 
establishing the necessary rapport, she could be the medium 
of communicating the news. : 


C Professional Secrecy 


The doctor-patient relationship is characterised by close mu- 
tual confidence (which also applies to the nurse-patient rela- 
tionship). The physical, psychic and at times even moral 
deficiencies are laid bare before the physician. Hence there 
is a corresponding duty on his part to respect the secrets he 
has gathered during his professional work. The International 
Code of Medical Ethics states categorically: ‘A doctor owes 
to his patient absolute secrecy in all which he has confided 


o Cf. M. A. Simpson, ‘Teaching about Death and Dying,’ Nursing 
Times, 67(1973)442-443., 
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- to him or which he knows because of the confidence entrusted 
to him.’ 

The doctor is bound by secrecy because of a twofold rea- 
son: (i) natural secret, ie, independently of any contract. or 
relationship, all are bound in justice to refrain from reveal- 

_ ing any secret which may injure a fellowman in his natural 
rights; (ii) professional secret. An entrusted secret is an obli- 
gation that arises from an agreement entered into prior to 
the disclosure of the information. The doctor (and all other 
medical personnel) are bound by an implicit entrusted secret 
which is called professional secret. 

Doctors, nurses, pharmacists, laboratory technicians and 
others are bound by strict secrecy regarding all knowledge 
acquired in the exercise of a medical office, ie, dealing with 
the patient or his affairs in a professional capacity. Commonly 
known facts do not come under this obligation, unless the 
revelation would give a note of certainty to what was only 
suspected or conjectured up till then. When reporting a 
medical case every care must be taken to see that the patient’s 
identity is not revealed. i 

Disclosure is not justified under the plea that it will not 

injure the patient, since it will tend to weaken the confidence 
of the particular patient or patients in general in the medical 
profession, and since the doctor or nurse may not easily know 
what harm a communication of some information may cause 
to the patient, 
: The patient has the right to permit revelation of non- 
injurious confidential information. At times such permission 
may be reasonably presumed eg, to reveal some harmless fact 
concerning the condition of the patient in order to allay the 
worry of close friends or relatives. However, there is need 
for great caution in doing so. 

All reasonable means should be used to preserve inviolate 
the secrets of the patients, eg, privacy for interviewing, con- 
fidentiality for all case records and other documents pertain- 
ing to the patients, assurance of trustworthiness in all assist- 
ants who share the confidential information. 
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Doctors and all others assisting at an operation must take 
care not to disclose what the patient may reveal while under 
anaesthesia. There is need for special caution regarding matters 
revealed in psycho-therapy because of the generally intimate 
nature of the revelations and the patient’s reduced degree of 
freedom in making them. Those who participate in group 
therapy, though not bound by professional secrecy as such, 
are still bound to observe great discretion regarding revela- 
tions made during the sessions. 


In the case of minors who have reached the age of dis- 
cretion, but are still dependent, the doctor must submit to 
parents or guardians a report of what is learned through 
medical examination of the child. But he should respect per- 
sonal admissions unless there be a Proper tnately graye reason 
necessitating revelation. 


When medical inspection is required by an insurance 
company before it will issue a policy, by institutions before 
they will accept applicants, there is a clear understanding that 
the report is to be issued to the company or institution. But 
if a negative report would discredit a person, a doctor should 
urge him to withdraw his application. A doctor should never 
answer enquiries addressed to him concerning his patients, 
without getting explicit consent from them. 


In the case of the mentally defective, the parents or 
guardians are entitled only to those secrets which they must 
know in order to care adequately for the person. 3 


The case of religious is a special one.3 On the one hand, 
they should be treated fully as adults. But since, on the other 
hand, the superior is also responsible for the general welfare 
and healtn of the religious, he is entitled to receive medical 
reports, which he may~ divulge to others only with the consent, 
at least implicit, of the concerned religious. But the physician 
is not supposéd to reveal to the superior any personal informa- 
tion he might have gathered during the diagnosis or treatment. 


3 Pte eG. Ford, Religious, Superiors, Subjects; Psychiatrists; West- 
minster, Md. Newman, 1964. ) 
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It is not advisable that a superior order a religious to 
receive psychiatric treatment. It is better to proceed by way 
of persuasion. The psychiatrists should give only a general re- 
port to the superior regarding the course of the treatment 
and not any details that came up during the interviews. For 
‘ promotion to Holy Orders, or to religious profession, in special 
cases, the competent superior may give the alternative of 
requiring /expert psychiatric opinion or of refusing the pro- 
motion. : 


D Revelation of Professional Secrets 


At times the obligation of professional secrecy may conflict with 
other duties towards the society or towards individuals. Hence 
_ the question arises whether one may or even has to reveal a 
medical secret in certain circumstances. Such cases are re- 
ducible to two types: | 


1 When society would be gravely harmed. The doctor 
must comply with the state regulations regarding the notifi- 
cation of births, deaths, infectious diseases. etc. to public 
authorities. Many authors cite the case of a colour-blind engine 
driver who in spite of every’ persuasion is unwilling to change 
his occupation. However, such problems are better handled 
by the railway authorities themselves demanding frequent 
medical check“up. A physician may report to hostel authorities 
that a particular person is suffering from venereal disease, 
though it is better to persuade. the boarder himself to take 
steps to avoid infection. 

92 When there is possibility of serious harm to an innocent 
third party, eg, when a man with an active infectious syphilis is 
about to marry. The American Medical Association Code sneaks 
of the case thus: ‘There are occasions, however, when a physi- 
cian must determine whether or not his duty to society requires 
him to protect a healthy individual from becoming infected, 
because the physician has knowledge obtained through the con- 
fidence entrusted to him as a physician, of a communicable 
disease to which the healthy individual is about to be exposed, 
In such a case, the physician’ should act as he would desire 
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another to act toward one of his own family under the circum- 
stances.’4 


There is considerable difference of opinion regarding the 
obligation or the permissibility of revealing such information. 
In practice, every effort should be made to make the patient him- 
self adopt the right course of action. But if he refuses to do so, 
the doctor may reveal the matter if he thinks that it would not 
gravely undermine the confidence of patients in the medical 
profession. 


3 When the good of the patient himself requires it, eg, 
when he threatens suicide. If the patient is of unsound mind; 
then the obligation to secrecy no. longer obtains regarding his 
guardians. Otherwise the doctor should use his discretion. 


4 When the doctor himself is threatened with harm, 
eg, accused of an indecent assault by a patient who has re- 
vealed to him her sexual weakness or that she has made similar 
accusations against professional people in the past. The doctor 
may use such evidence in his defence if it is. strictly required. 


5 A doctor called to witness in court must observe the 
medical secret with the qualifications explained above. A doctor 
called in as an expert to examine an accused must observe 
secrecy in every matter beyond his particular task as. expert. 
The probing of the personality of the prisoner-and the discus- 
sion of the result in open court pose very grave problems which 
must cause both the medical profession and the public to re- 
flect. The doctor must not reveal any personal information 
which he has gathered regarding his patient in his professional 
capacity. There is urgent need for greater clarification regard- 
ing jurisprudence in this matter. | } 

The situatiort with regard to the medical secret has great- 
ly altered in recent years due to the growing complexity of 
medical care involving a large number of competences as well 
as the increasing socialisation of medicine. In such a situation, 


4 Chapter II, Section 2. See text in C. J. McFadden, op. cit., p. 421. 
See a similar provision of the Indian Medical Code in the Appendix. 


172 
* 


the sanctity of the right to secrecy should not be lost ‘sight of. 
All the officials of the health service must observe utmost dis- 
cretion. Civil servants must have their own code of ethics and 
realise that they are bound by the natural law itself not to 
divulge information that may in any way be detrimental to 
others. 


The medical profession must resist too great inroads upon 
the medical secret which is an important aspect of intimate 
nature of the therapist-patient relationship. For instance, un- 
necessary sexual details must be omitted from case notes. 


\ 
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Chapter 15 
ETHICAL PROBLEMS IN PSYCHIATRY 


As the. science and art of healing sick minds, psychiatry is 
of inestimable value in helping sufferers to recover spiritual 
freedom by liberating them from pathological obsessions and 
inhibitions. Its insights are also useful to the counsellor in 
helping normal persons to grow in emotional maturity. Still, 
it is necessary to call attention to some possible dangers and 
to suggest precautions against them. , 


A. To Influence Is Not to Compel 


It is the great merit of Freud that he uncovered the workings 
of the unconscious. Today it seems to be well established that 
even the normal individual can be greatly influenced by the 
dynamic unconscious. Much of what appears to be unethical 
conduct might not imply subjective moral guilt. A psychopath 
may have a pathological inability to realise social obligations 
or to be sensitive to the rights of others. He may be in varying 
degrees incapable of appreciating the ethical implication of 
grave neglect of duty, persistent disturbance of peace and 
order, or even of revolting crimes like stabbing a child. Un- 
conscious stimuli may drive a person to act against his better 

judgment since the will is not always*in a position to control 
the executive powers sufficiently in order to prevent the ex- 
ternal action from taking place. Seemingly virtuous conduct 
may be based on unconscious influences of a far from virtuous 
kind. One might be thinking he: is practising the virtue of 
mortification, whereas he is actually deriving masochistic pleas- 
ure from pain. Continence may really be the. result, not of 
virtue, but of frigidity or latent homosexuality. Humility may 
only reflect an infantile attitude. Such superficial virtues may 
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be pathological symptoms of an underlying personality dis- 
order capable of being explained in terms of neurotic character 
defect. igs 


But it is manifest exaggeration to conclude that all men 
are so determined by the unconscious that their responsibility 
for their actions is highly problematic. Thus it is wrong to 
say that in the vast majority of cases sexual lapses arise from 
_ purely unconscious drives without any moral responsibility. It 
may be true that they often do not imply a mortal sin or change 
in one’s fundamental direction towards the supreme Good. 
But to say that they scarcely ever imply moral guilt would 
be to remove the very basis of virtuous life or the character- 
istic vocation of man which is to strive freely and responsibly 
after moral goodness. A therapy based on such premises’ would 
be of little value. 


‘To influence is not to compel.’ The dynamic unconscious 
is one of several factors which exert their influence on the 
human will without forcing it. 


Pius XII has several times reaffirmed the principle of 
moral responsibility of the normal person. In his discourse 
to Psychotherapists, April 13, 1953, he declared: ‘That these 
(psychic) urges may exercise pressure, on an activity does not 
- necessarily signify that they compel it.’1 Even in cases of men- 
tal illness he insisted that misdirected drives should not be 
prematurely considered ‘as a sort of fatality.’2 ape 


Fortunately, modern psychiatry has largely abandoned the 
orthodox Freudian view of total determinism by the uncon- 
scious. The client-centred therapy of Carl Rogers, for instance, 
presumes that there are always possibilities of freedom in the 
core of personality which can be awakened by producing the 
right atmosphere of understanding and acceptance. 


It has been the practice to distinguish psychotics from 
neurotics from the inability of the formcr to gain insight into 
their condition and hence the extreme difficulty, if not impos- 


——— 


1 AAS., 45(1953)279. 
2 Ibid. ; 
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sibility, of regaining the exercise of freedom. But with recent 


advances in psychiatry the distinction is being blurred and 
the possibility of helping. psychotic patients to attain the power 
of discrimination is being increasingly recognised. Neuroses in 
their turn are being seen, not so much as psychic determinisms, . 
as signs of unresolved conflicts or repression of stresses which 
one finds unable to cope with by oneself, but which are amen- 
able to treatment by the release of hidden potentialities of 
freedom. 


B Man Is Not a Biological Animal 


The Behavioural School of psychology has done much to in- 
vestigate the patterns of human behaviour and thence evolve 
a mode of therapy. It has shown, for instance, that crime and 
delinquency often constitute one type of defence mechanism 
developed as a means of coping with frustrations. 


But Behaviourists are prone to lay an undue stress.on 
behaviour as a criterion for sickness and health and to try 
to modify behaviour in a mechanistic way. They seem to hold 
that human behaviour is merely physiological, strictly com- 
parable, if more complex, with what is found in animals. They 
tend to neglect the need for ethical control of human behavy- 
iour. Many of them measure the success of treatment merely 
from the desired change in external behaviour. Thus some 
would treat homosexuality by gradually trying to initiate the 
person in heterosexual behaviour without any regard to marital 
relationship. x 


\ 


C To Accept Is Not to Approve 


One of the cardinal points in current psychotherapy is to 
adopt a non-judgmental or accepting attitude towards the 
client. Especially the neurotic is crying for understanding, to 
be accepted as he is with his qualities and limitations of 
which he is often acutely conscious. The hidden’ potentialities 
will be released only in the warmth of empathy which pro- 
vides emotional security, while a judgmental attitude becomes 
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threatening. Hence the attitude of acceptance is perfectly 
sound and legitimate. 


But this should not justify the approval of objectively 
disordered behaviour. For instance, it would never be per- 
missible to advise a patient to have recourse to masturbation 
or extra-marital relations as a therapeutic measure, eg, to over- 
come the inhibitions or anxiety. The end does not justify the 
means. ‘One may never counsel a conscious action which would 
be a deformation, and not an image of the divine perfection.’3 
Suggestions of this nature seem to contradict the basic tenets 
of genuine non-directive counselling, though the votaries of 
this school often commit this lapse. ae 


J. Nuttin pertinently remarks in this context: ‘In such 
cases the task for any system of therapy based on moral prin- 
ciples does not consist merely in re-establishing the patient’s 
psychic equilibrium: it must help him to re-establish his moral 
being in its integrity, as the patient himself conceives this. 
For this reason certain-forms of psychic cure, which can only 
be achieved through the mutilation of the moral personality, 
cannot be considered cures in this sense.’4 


But it is another matter to assure the client that he does 
not incur moral guilt to the extent that his action, say of 
masturbation, takes place involuntarily. He may even be 
advised not to put up a frantic external resistance which may 
only aggravate the tension. It is one thing not to make useless 
efforts to check the physical act ‘which in the circumstances 
takes place compulsively, and quite another to voluntarily 
masturbate in order to obtain relief from tension. Compulsive 
masturbation is a sign of some deep emotional conflict which 
must be resolved by gaining insight and strength and not by 
further losing hold over self .and immediately satisfying the 
impulse. 

Traditional moralists insisted that the therapist should 


3 Pius XII, Ibid., 280. 
4 Psychoanalysis and Personality Development, New York, Sheed & 
Ward, 1954, p. 146. . 


177 
12 


§ 
never counsel even material sin. But this should not be under- 
stood to exclude counselling one to follow his well-formed, 
conscience. | bg 


‘D Phenomenon of Transference 


’ 


Psychotherapy (especially deep psychoanalysis) involves the 
client emotionally with the therapist to a large extent. Initially 
there is an obvious dependence on the therapist. It may be 
a revival of the old relationship existing between child and 
parent, casting the phychiatrist in the same mould ‘or the 
anxiety symptoms of neurotic people arising from prolonged 
frustration in their efforts to find someone on whom to depend. 
There are ethical problems as to the manner in which 
the relationship is handled. Care must be taken not to engage - 
in any manipulation of the patient which is sometimes done 
by adopting a too permissive attitude, by catering to his in- 
fantile desires or by controlling his activities. Jt must be re- 
membered that the goal of all good psychotherapy is restora- 
tion of the freedom and autonomy of the subject, ie, helping 
him to achieve on his own as a mature adult wnat he could 
not do otherwise. In fact, Sigmund Freud, who encouraged 
transference to unblock resistance to speak, realised that such 
an attachment must be dissolved and believed that this could 
be done by clarifying the whole process to the subject. ‘The ° 
transference is overcome by, showing the patient that his feel- 
ings do not originate. in the current situation, and do not 
really concern the person of the physician, but that he is re- 
producing something that happened to him long ago. In this 
way we require him to transform his repetition into recollection. 
Then the transference which, whether affectionate or hostile, 
every time it seems the greatest menace to the cure becomes 
its best instrument, so that with its help we can unlock the 
closed doors of the soul.’5 7 


5. A General Introduction to Psychoanalysis, New York, Liverright, 1948, 
p. 392. ' : 
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The psychiatrist must beware of seeking in the patient’s 
admiration a gratification of his own infantile needs. He must 
reckon with his inadeguacies, his desire to dominate or to 
seek adulation. 


There should be no unnecessary intrusion into the per- 
sonality of the client. It is no use to convert him to one’s 
point of view by utilising the dependent relationship, Even 
if the therapist’s view is the correct one, it will not be ac- 
cepted for itself, but because of the peculiar relationship. It 
will not be the ‘word of God’ but the ‘word of man.’ It 
would be worse if the therapist’s erroneous views on doctrine 
or morality are rubbed on the client. Ideally, the therapists 
of most schools are supposed to adopt a ‘neutral’ policy re- 
garding the views of the client. But unless the neutrality is - 
genuinely and consistently maintained and ‘implies respect 
for the client’s beliefs, there is real danger of undesirable in- 
fiuences. Neutrality here does not mean indifference to reli- 
gious and moral values. Such an attitude on the part of the 
therapist would not help much in restoring to the client a 
sense of direction. The more lively the faith of the therapist, 
the more authentic his attitudes, the better it will be for the 
client, though the therapist should not directly or indirectly 
try to bring the client to his point of view. Hence the choice . 
of the psychotherapist is of the utmost importance. 


The danger of excessive emotional involvement of ihe 
patient with the therapist must also be noted, especially when 
they are of different sexes. Recently it has been revealed that - 
it might even lead to a regular sexual relationship. The ther- 
apist must preserve equanimity and the right intention and 
act according to the general principle of assuring that the 


good expected is proportionate to the danger involved in the 
process of treatment. 


E Free Association 


This process involves ‘re-living’ of past conflicts in all the 
unconstrained pathos of their original vehemences The es- 
sence of classical psychoanalytic therapy consists in exposing 
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the ego in the therapeutic situation to the original emotional 
conflicts which it could not solve in the past. The patient is 
expected to appear several times before the analyst for inter- 
- view during which time he lies in a relaxed position and 
engages in ‘free association.’ This involves the spontaneous 
verbalising of all that comes to mind without any organising or 
censoring of the material. In this way, buried memories and 
repressed material are released gradually, thus making it pos- 
sible. to integrate them into consciousness. ‘Such integration or 
insight is brought about by abreaction, or rational observation 
by the patient of his own strivings and behaviour, security in 
the relationship with the therapist, new experiences. and 
changes in the self-concept, evaluation of facts, semantics and 
perspectives, and interpretation made by the analyst during 
the. treatment.’6 


The technique has certain advantages. But the stirring up 
of the unconscious by deep analysis may result in a dangerous 
emotional upheaval or moral crisis if the analyst is not able 
to handle the problem. In any form of psychotherapy, release 
of emotions that cannot be treated with available facilities 
should not be provoked. The psychoanalyst who ‘takes a mind 
apart’ should also be capable of ‘putting it together again.’ 


What is forbidden “is not recalling or manifesting sexual 
emotions but provoking the evocation to such an extent as to 
lead to the deliberate indulgence in unchaste desires or to 
sexual obsessions that cannot be controlled. The aim of stim- 
ulating the manifestation of repressed feelings is to help the 
client to come to terms with them and thus be free from op- 
pressive inhibitions. Some of the more recent types of psycho- 
therapy, by refraining from stirring. up the unconscious past 
too much, avoid the danger. 


Besides, the mere removal of repressions or attaining a 
psychodynamic balance will not lead to total mental health 


a 


a 


6 L.P. Thorpe, The Psychology of Mental Health, New York, Ronald 
Press, 2 ed., 1960, p. 245. 
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moles: there is also the quest sis a positive meaning and pur- 
pose of life. 


FF Neurotic and Moral Guilt 


Neurotic guilt, under the pressure of a too rigid super-ego, 
is an irrational fear that tends to self-destruction and lack of 
confidence in oneself and in life generally. It retards genuine 


- moral progress and, in its extreme form, leads to despair or to 


a total paralysis of the psychic life. Freud has done much in 
tracing its development to a too rigid or inadequate training 
of conscience in early childhood. Certain ways of understand- 
ing and practising the rite of confession have rightly been 
pointed out as a contributory cause to acquiring guilt feelings. 
Freeing the psyche from this debilitating or constricting force 
is indeed a laudable purpose. Freedom from neurotic guilt 
feelings with their acute signs of anxiety and insecurity en- 


’ ables the person to turn to God and fellowmen with sponta- 


neity and love. 


But the tendency of some SayShinthlit to eliminate guilt 
altogether arises from a confusion of moral guilt with neurotic 
guilt. The first is a spontaneous reaction by which one realises 
one has not conformed to true moral standards or has failed 


‘to seek genuine moral values. But excessive anxiety about the 


external observance of certain laws reveals a tendency towards 


neurotic guilt, which is often called scrupulosity. 


Genuine moral guilt is the experience of having failed in 
the demands of love. Far from leading to paralysing anguish, 
it opens the way to conversion, to freedom, joy and spiritual 
activity. 

The psychotherapist is concerned with neurotic guilt. He 
can render a valuable service by helping the sufferer to get 
rid of it. Thereby he can enable the psychic forces to be 
released for the exercise of moral freedom and ‘response-abil- 


_ ity.” He will not think that he can replace religious and pastoral 


care whose function it is to deal with moral guilt. The priest, 
on his part, should not belittle the importance of psychotherapy 
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since it is no use preaching morality to people who are un- 
able to exercise genuine freedom because of neurotic obses. 
sions and inhibitions. Hence the priest and psychotherapist 
must cooperate in thd interests of integral health of man. 


Psychiatry that is’ closed in on itself may mistake the ab- 
normal for the normal. Psychiatrists professionally deal large- 
ly with abnormal or sick personalities. They should not allow 
their one-sided experiences to lead them to declare that certain 
disorders are normal patterns of human behaviour. Even if 
the majority of persons in a group were to act in a certain 
way, it doesnot mean that the conduct is legitimate. Hence 
psychologists must beware of taking upon themselves the role 
of ethicians. But there is need for cooperation between the 
two disciplines. | 

Certain spiritual guides, reacting against the past rigid- 
ity, have now become too permissive, thinking that they are 
thereby helping their clients. Such an approach is more debili- 
tating than invigorating. ‘As a rule, we weaken man when we 
demand less from him than what he is able to give.’7 But it 
is prudent not to urge someone to a response that he is unable 
to make at the time. oe 


G Value of Counselling and Group Dynamics 


1 Modern techniques of counselling, especially those which 
are client-centred (see next chapter), are very helpful in gain- 
ing insight into one’s problem, overcome psychic blocks and 
develop the potentiality for growth that is found in every man. 
They have also the advantage of not probing the unconscious 
unnecessarily. Their respect for the freedom and dignity of the 
client merits special praise. 


In order to achieve genuine success, the counsellor, must 
by all means preserve these attitudes. He must beware of his 
own needs and inadequacies, eg, the need for companionship, 
especially with clients of the opposite sex, need for recognition 


7 A. Van Kaam, ‘Religious Anthropology, Religious Counselling,’ In- 
sight, 4(1966), n. 3, p. 6. 
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and prestige, need for success. These should not be allowed to . 
interfere with the client-centred counselling relationship. The 
counsellor may have his own personal problems. He should at 
least be aware of them and keep them in hand so as to be able 
to empathise with the client. If these conditions are not verified, 
counselling can become manipulative or obstruct genuine 
growth in freedom and responsibility in other ways. | 


Counselling largely. concerns itself with the emotional as- 
pect of man. This is as should be since emotional growth is ex- 
tremely important for personality development or for resolv- 
ing personality problems. But there is also the need for dis- 
cerning the meaning of human existence and for striving after 
valuable goals. 


As Viktor Frankl,‘the initiator of ‘logotherapy,’ has point- 
ed out, the great sickness of our age is an ‘existential vacuum,’ 
a lack of meaning and purpose that manifests itself in boredom. 
Mental health is not a tensionless state, a sort of ‘homeostasis’ 
but ‘the spiritual dynamics in a polar field of tension where 
-one pole is represented by a meaning to be fulfilled and the 
other pole by the man who must fulfil it.’8 


So it is not enough to find temporary satisfaction in re- 
lating to a sympathetic counsellor. The client must discover 
a worthwhile goal in order to achieve personality fulfilment. 
The effect of counselling should also be judged from the way 
the client reacts, not only to his immediate circle, but to the 
wider world. Though counselling as such is not meant to give 
consciousness of social problems, still it should open the per- 
son to this wider field. Otherwise, mere relief from emotional 
' tensions can lead to a certain self-satisfaction and smug bour- 
geois tranquillity which is only the counterfeit of authentic, 
peace of mind. There is also the need for stressing the impor- 
tance of ‘frustration tolerance’ which is the secular equivalent 
of the Christian mystery of the Cross. 


® 


8 Man’s Search for Meaning, New York, Washington Square Press, 1959, 
p. 166. ’ 
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2 Various kinds of encounter groups like T-groups, sensitiv- 
ity training sessions and creativity workshops are becoming in-~ 
creasingly popular. They are particularly patronised by people 
who have gone beyond the struggle for bare existence and are 
confronted with the meaning of life and the stress and strain 
of competitive society and anonymous urban surroundings, 


Carl Rogers believes that group experience is a means of 
putting real individuals in touch with real individuals.9 It is 
one of the most successful modern inventions for dealing with 
the feeling of unreality, of impersonality and alienation that 
exists in so many people today. It has been profitably used. in 
churches, industry, schools and the family. 


However, Rogers acknowledges that it can fall too easily 
into the hands of exploiters or those who primarily seek their 
own personal benefit, financial or psychological. ‘The faddists, 
the cultists, the nudists, the manipulators, those whose needs are 
for power and recognition, may come to dominate the encounter 
group horizon.’10 But he is also optimistic that healthier trends 
will prevail and that the group movement will be an effective 
counterforce. to the dehumanising and depersonalising factors 
in modern life. For this, the proper type of ‘facilitators’ must 
come forward who must eschew all manipulative tendencies 
and seek to promote the welfare of the group. The criterion 
of success in any group participation is the increased ability to 
relate to the real people with whom we have to live and work. 
Group sessions. should not be an escape from real encounter 
in daily life, but must prémote real communication and car- 
ing for one another. 


H Use of Hypnosis 


For some time now, hypnosis has passed from the realm of 
quackery or magic to the rank of a scientific technique. The 
word ‘hypnos’ means sleep, and so many people think that the 
hypnotic state is some sort of trance or artificially induced sleep. 


9. Gh Encounter Groups, New York, Harper & Row, 1970... 
10 Op. cit., p. 158. 


184 7 


Though more is known of the technique and effects of hypnosis 
rather than of its precise nature, it seems to be a special type 
of consciousness in which, as a result ‘of intense mental con- 
centration, the subject becomes extremely susceptible to sug- 
gestion from the hypnotist. The British and American Medical 
Associations have agreed on the following definition: “Hypnosis 
is a temporary condition of altered attention in the subject which 
may be induced by another person and in which a variety of 
phenomena may appear spontaneously or in response to verbal 
or other stimuli. These phenomena include alteration in con- 
sciousness and memory, increased susceptibility to suggestion, 
and the production by the subject of responses and ideas un- 
familiar to him.in his usual state of mind. Further,. phenomena 
such as anaesthesia, paralysis, and the rigidity of muscles, and 
_yasomotor changes can be produced and removed in the hyp- 
notic state.’11 


The past reserve of the Church regarding hypnosis was 
due to its supposed association with superstition. Pius XII made 
a positive evaluation of it, but pointed out the need for 
necessary cautions. Speaking to Obstetricians and Gynaecologists 
on January 8, 1956, he referred to the danger that deep hyp- 
nosis in delivery might result in’ an emotional indifference of 
the mother toward the child, though he was careful to add that 
this was not certain and the danger, if it existed, could be 
. avoided.12 . 

In a subsequent address to Anaesthesists, February 24, 1957, 
he compared the moral issue in hypnosis to that in the sus- 
pension of consciousness in anaesthesia. ‘It makes no difference 
from the moral standpoint whether the result is obtained by 
the administration of drugs or by artificially-produced ‘‘sleep”’ 
(hypnosis)—which can be called a form of psychic ‘pain pre- 
vention. But. hypnosis, even considered in itself, is subject to 
certain rules.... In the matter which engages us at present, 


q 


11 Cf. C.J. McFadden, Medical Ethics, London, Burns & Oates, 1962, 
p. 311. | ) 
12 A.A.S., 48( 1956) 82. 
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there is question of hypnosis practised by the doctor to serve a 
clinical purpose, while he observes the precautions which 
science and medical ethics demand from the doctor as much 
as from the patient who submits to it.... . But we do not wish 
what we say of hypnosis in the service of medicine to be ex- 
tended to hypnosis in general without qualification. In fact, 
hypnosis, insofar as it is:an object of scientific research, cannot 
be studied by any casual individual, but only by a serious 
scientist and with the moral limits valid for all scientific activ- 
ity. It is not the affair of some group of laymen or ecclesiastics, 
who might dabble in it as an interesting activity for the sake 
of mere experience, or even as a simple hobby.’13 


Hence, according to the Pope: (i) hypnosis is a serious 
matter, not to be dabbled in by amateurs. (ii) Its scientific use is 
regulated by the ethical principles concerning human experi- 
mentation (cf. chapter 7). As a form of anaesthesia, it is govern- 
ed by the same principles as other forms of anaesthesia, hav- 
ing regard to the special characteristics of this technique. 


From the principles stated above, stage hypnosis seems to 
be a violation of the dignity and autonomy.of man. Serious 
secular writers concur in this judgment.14 Such an intrusion 
into the psyche is not justified by the motive of entertainment. 
Apart from mass suggestion which does no credit to the per- 
former or the spectators, there is the danger that an inexperienc- 
ed: hypnotist may forget to ‘take out the suggestion’ which at 
times may result in grave consequences.15 The American 
Medical Association has clearly stated that ‘the use of hyp- 
nosis for entertainment purposes is vigorously condemned.’16 


The ethical principles governing the use of hypnosis in psy- 
chiatry are the same as in narcoanalysis (cf. chapter 6,C). It 
may be done for a sufficient reason, with the consent of the 


13 A.A.S., 49(1957)140-141. : 

14 Cf. F.L. Marcuse, Hypnosis, Fact and F iction, Harmondsworth, . 
Middlesex, Penguin Books, 1959 pp. 180-184, 

15 Cf. Ibid., p. 173. i 

16 Quoted in C. J. McFadden, op. cit., p. 319. 
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patient by a competent person, with due care and respect for 
the personality, and safeguarding professional secrecy. The 
therapist must also beware of scandal .or blackmail in dealing 
with a patient of the opposite sex. It should be realised that the 
hypnotised patient is deeply susceptible and that a patient often 
does not, will not or cannot differentiate between sexual fanta- 
sies and actual happenings. 


Many of the possible dangers from hypnosis can ie avoid- 
_ed-by proper selection of patients. It might be harmful if suc- 
cess is achieved merely in removing symptoms of a condition, 
without touching its underlying cause. 


How far a subject can be induced in hypnosis ‘to ne an evil 
action against his real convictions is much debated, since it is 
not easy to determine anyone’s ‘real will.’ Anyway, there is 
need for caution in this regard. 


I Evaluation and Treatment of Homosexuality 


After dealing with the ethical implications of psycho- 
therapy in general, we shall now briefly take up some of the 
more common problems which psychiatrists have to handle. 


Homosexual tendency must be carefully distinguished 
from homosexual activity. The former as such is involuntary. 
It is not right to call it a ‘perversion.’ It is better to use the 
more neutral term ‘inversion.’ It is possible that in some cases, 
the homosexual was partly responsible for the development of 
his condition, but once the tendency is there, it cannot be just 
wished away and the person is not responsible except for try- 
ing not to yield to it and to seek a remedy as far as it is possible. 


Homosexual tendency im the true sense involves exclusive 
erotic attraction to the same sex, generally accompanied by 
aversion to sexual intimaty with the opposite sex. This is said 
to be found among 4% of the males and 1% of the females, 
though the incidence varies largely among different peoples. 
Homosexual in the broad sense is had when there is more or 
less equal attraction to both sexes. 


Homosexual acts are no certain proof of true homosexuality. 
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They may be a mere ‘substitute for heterosexual relations in 
abnormal conditions like prisons etc. The difference between 
true inversion and a temporary stage of homosexual attraction 
in adolescence must be carefully noted. 


Homosexual tendency does not justify deliberate homo- 
sexual activity, even for a supposedly therapeutic purpose. 
Spontaneous inclinations are subject to right reason and sexual. 
activity is the unique expression of heterosexual marital love. 
However, a true homosexual inasmuch as he is suffering from 
a deviation, deserves more sympathy than contempt or censure. 


There is*no evidence that homosexuality has a genetic ori- 
gin. Further, hormonal disturbances do not account for most 
cases of true inversion. Differences in the physical constitution 
of homosexuals (except for passive effeminate types among 
males) compared to normal people have not been demonstrat- 
ed conclusively. So experts more and more accept a psycho- 
genic explanation, though they differ widely on the exact pro- 
cess. 


According to Freid, homosexuality results from an un- 
resolved Oedipus complex. Others explain the condition as a 
neurosis arising from fear of the opposite sex, especially of the 
genital’ organs considered as dangerous and destructive. Over- 
possessiveness of a mother may prevent a boy from identifying 
with the male sex. A too close. maternal attachment may later 
cause guilt feelings in a boy in relating to a woman sexually. 
A girl may find it “difficult to accept her sex’ if her mother is 
ill treated. Seduction of a youth may lead to homosexual fixa- 
tion when there is already a latent tendency. A too puritanical 
upbringing may lead to aversion from physical aspects of 
normal sex, while developing a strong emotional attachment 
to persons of the same sex. 


While the current campaign of homosexuals for social re- 
cognition is understandable, it is becoming more and more 
clear that homosexuality is a sign of psycho-sexual immaturity. 
‘If I act in a particular way basically because I am afraid to 
look at a woman in the eyes to relate with her independently as 
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one grown-up person with another, if, for example, the affec- 
‘tion I am seeking by my homosexual actions—though I may not 
realise it, but as psychological analysis finds—is mummy’s love 
for her little boy, then I must say to myself that I am not act- 
“ing out of love. I am fleeing from love.’17 Hence homosexual 
behaviour can never be censidered normal. It can never be 
positively approved of. Every effort should be made to restore 
the person to normality. | 

Since there are vast differences in the etiology, kind and 
degree of homosexuality, individual approach in therapy is 
essential. Most homosexuals are depressed and confused by 
their condition which is often a symptom of a wider personal- 
_ ity disorder. Though it is difficult to redirect the sex drive of 
a true homosexual, a fatalistic attitude should be avoided. The 
best test of a sincere desire to be healed is the willingness to 
forego avert homosexual activity, however difficult it might 
seem to be. It should be brought home to the patient that the 
sexual urge as such, whether deviant or normal, does not war- 
rant immediate gratification. It can find its fulfilment only as 
an expression of marital love. Even when there is little hope 
of redirecting the libido, the person must aim at self-control. 
This is possible if he finds in the therapist and his friends an 
atmosphere of understanding, sympathy and acceptance. 


The person must be gently persuaded to stop all homo- 
sexual activity. Homosexual companions who pose proximate 
occasions of lapses must be avoided as far as possible. The 
void that results from such severance should be filled by new 
interests. He should be advised to make new friends and to 
get into fields like social work that will allow a release of 
energies in a healthy manner. He must be helped to develop 
the positive talents that he is likely to have. 


J \ Alcoholism and Drug Addiction 


1 Alcoholism is not the same as simple drunkenness. It is a 
condition with three traits: (i) excessive drinking over a period 


17 J.G. -Milhaven, ‘Homosexuality and the Christian,’ Homiletic and 
Pastoral Review, 68( 1968 )667-668. ‘ 
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of years; (ii) serious life problems connected with it, eg, disrup- 
tion of family harmony; unemployment; (iii) compulsion or in- 
ability to stop drinking permanently without outside help and 
inability to be ever a moderate drinker. Thus an alcoholic 
cannot: properly be cured. He can only be rehabilitated. He 
will have to learn total abstinence in order not to fall back 
into excessive drinking. The compulsion is at. least partly an 
addiction, since there seems to be a physiological basis for the 
craving as is shown by withdrawal symptoms. 


In treating alcoholism it should be noted that it isa triple 
_ Sickness: (i) of body, predisposition and physiological changes 
brought about by excessive drinking; (ii) of mind, abnormal 
craving for drink; (iii) of soul, moral and spiritual deteriora- 
tion, eg, increasing egocentrism, self-deception, neglect of 
family and work, resentment and cynicism. \ 


Moral responsibility for becoming alcoholic exists to the 
extent the condition was foreseen and not prevented as far as 
possible, But the guilt is rarely grave since the addiction has 
a physiological basis and is frequently not foreseen. The 
_ responsibility for actual drinking and for acts under intoxica- 
tion is often diminished because of the compulsive hature of 
the drinking and the confusion of mind that ensues. But general- 
ly speaking, the person is responsible for doing something 
about his condition during lucid moments by seeking spiritual 
and medical help. : 


In counselling an alcoholic, the underlying causes of ex- 
cessive drinking must be mainly handled. The aid of a social 
worker to rehabilitate the sufferer is often essential. ‘The best 
individual approach seems to be that of what is called ‘case 
work’ in which the alcoholic is helped to gain insight into his 
condition, but at the same time objective factors like family 
tensions and unemployment are attended to. 


Group therapy through Alcoholics Anonymous has been 
found to bé most useful. It provides emotional re-education 
through sympathetic understanding and companionship of 
other sufferers, past and present. The success of the A.A. 
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therapy is to be attributed to the fact that it does not simply ask 
the alcoholic to stop drinking but suggests a new way of life. 
The twelve steps in its programme take into account both the 
psychié and the spiritual aspects of human life. The suggested 
steps are as follows: admitting the weakness of the human will; 
belief that a superior power can restore one to sanity; make 
a decision to turn one’s will and life to the care of God; make 
a searching inventory of oneself; admit to God, oneself and 
another human being the exact nature of one’s wrongs; be 
ready to have God remove all these character defects; humbly 
ask him to remove one’s shortcomings; make a list of all those 
who have been harmed and be willing to make amends to 
them; make direct amends to such people as far as possible; 
continue to make personal inventory, and promptly admit fail- 
ings; seek through prayer and meditation to improve conscious 
contact. with God, seeking his will and the power to carry it 
out; having had a spiritual awakening, try to carry this message . 
to other alcoholics and practise these principles in daily life.18 . 


2 Drug abuse, while ndt a new phenomenon, is now 
reaching an alarming proportion, especially among youth. 
‘Drugs commonly used can be classified as sedative, stimulant 
and hallucinogenic. Those who cannot face the loneliness and 
frustration of modern life take refuge in sedatives which de- 
press consciousness and thus provide temporary escape. Some 
strive to overcome the feeling of lethargy and depression 
through stimulants. Those who are on the look-out for strange 
experiences have recourse to hallucinogenics which cause a 
feeling of euphoria if not a pseudo-mystical experience. While 
all these drugs may serve a healing purpose in the hands of 
responsible therapists under controlled conditions, they cause 

_ graye harm to body, mind and soul when used indiscriminately. 
Most of them are habit-forming. A number of them, especially 
opiates are also addictive, ie, they cause severe dependence so 
that withdrawal brings painful symptoms. 


A Cs li. 3 ate etna ‘ 
18 Cf. G. Hagmaier and R. W. Gleason, Counselling the Catholic, New 


York, Sheed & Ward, 1959, p. 133. 
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The young often take to drugs out of a feeling of aliena- 
tion and boredom. But increasingly they are led to take them 
because of pressure from the peer group. Use of drugs thus 
forms part of the sub-culture into which many youths are 
forced by the stresses of modern life. For many drug abuse 
becomes the symbol of protest against the depersonalising 
elements of modern culture. 


Though drug addicts are not necessarily degenerate or 
sex fiends as popular misconception portrays them to be, still, 
the need for drugs to satisfy the craving often leads them to 
have recourse to antisocial behaviour like stealing and ‘pushing.’ 


There is, first of all, the need for prevention therapy by a™ 
large scale educative ‘programme regarding the dangers of 
drug addiction and by meeting the emotional needs of youth. 
Therapy may involve physiological detoxification. But there is 
also the need of resolving the underlying psychic problems 
that led the person to have recourse to drugs. Group therapy 
on the lines of Alcoholics Anonymous, though it has. not yet 
been tried out on a large scale, may also be useful. Though 
there is need for stringent laws regarding the sale of harmful 
drugs, still the problem of drug abuse cannot be solved mere- : 
ly by police action. If the possession and’ use of drugs is 
punished too severely, then the, whole process will go under- 
ground and sufferers will not have the courage to seek much 
needed help. 3 | 
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Chapter 16 
SPIRITUAL CARE OF THE SICK 


A Prayer and Healing 


1 Prayer in the life of those who care for the sick. Prayer 
opens the individual to the personal action of the Spirit. Thus 
it is enlightening, strengthening and transforming. It is an inner 
togetherness with God, and experience of the fact that God is 
actually at work in and around us. 


Prayer deepens the conviction that God is good and hence 
leads one to manifest his goodness to those who are suffer- 
ing. It kindles hope amidst so much evil and helps one to be 
a herald of hope and trust. It is prayer that has sparked the 
fires of love and devotion in countless religious and lay healers 
down the centuries. The contemplation of the life and work of 
Christ shows how God cares and thus deepens our own desire 
to care for people. | 

We share with one another whatever gifts God gives to 
us during our intimate communion with him. It makes all the 
difference to the patient in the corner bed of a hospital ward 
whether his nurse has prayed or not before she came on duty, 
as prayer affects the quality of her living ‘and all her attitudes 
towards others. 

2 Intercessory prayer. To pray is to open ourselves to 
God so that he can open us tu others. Praying for another is 
letting oneself be filled with the love ef God for others, a love 
that is active and self-sacrificing, a love that is always com- 
municative. If it is sincere and active it is always felt by the 
other even without knowing. 

‘I shall pray for you’ should not be a compensation for in- 
action, unloading on to God what one ought to be doing one- 
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self. It should mean, ‘I am going to put myself in such a lov- 
ing disposition towards you that I will do anything for you.’ 
Such a prayer is most powerful in promoting inter-personal 
relations between the patient and healer. 


Prayer of intercession flows from a personal encounter 
with God. To meet one who is holiness-in-action draws me 
into the wholing activity of \God as a cooperator with him. 
Therefore, to pray sincerely is to be involved in a_ healing 
‘ ministry because of what God is. 


Intercessory prayer can be defined as ‘meeting God about 
my brother’s business.’ Intercession on one’s knees must be 
carried forth into intercession of caring for those concerning 
whom one meets God. Prayer and care are two different ways 
of sharing in the same activity of cooperation with a God of 
compassion. ) i 

We are called ‘to pray always,’ all through the daily roun 
of work and dedication, A nurse’s prayer may well be express- 
ed in an extra gentleness of hands or her smile. But there is 
need for formal prayer to cultivate this attitude of prayer, of 
togetherness in God, of allowing God to work in and through 
us. Activity and service become prayer only by gradual deepen- 
ing of our spiritual awareness and sensibility through explicit 
prayer. This is beautifully expressed by the remark of a nurse 
who said: ‘For twenty years I used to give an injection with a 
prayer; now I feel that giving an injection itself is a prayer.’ 


3 Prayer with the sick is a way of manifesting solidarity 
at the deepest level by being united with them in the Lord. 
It brings great comfort to the sick persons. It opens them to 
God’s saving and healing grace and thus provokes ‘the will to 
be healed’ which is essential in the process of healing. 


4 Thanksgiving is one of the keys to acknowledging the 
presence and activity of God in modern medicine in which 
life-giving procedures become commonplace. It is a way of 
realising the finger of God in all the recent progress in medi- 
cine and of being inspired to use it in the right way. 
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B Visiting the Sick 


In the Body of Christ which is the Church, ‘if one member 
suffers, all the members suffer with him’ (1 Cor, 12,16). So 
every Christian should share in the concern and love of Christ 
and the Church for the sick and show this concern by visiting 
the sick and comforting them in the Lord. 


The sick should be helped. to realise that aronch their 
faith they are united with Christ in suffering and that with 
prayer they can sanctify their sickness and draw strength to 
bear their suffering. | 

Hence visits should not be merely formalities or the reluc- _ 
tant fulfilment of a duty. They should be an expression of love 
and concern. 


The visitors must try to idcerve the regulations of the 
hospital in order not to upset the sick care programme or put 
too great strain on the, medical personnel. They should take 
care: ” to be burdensome to the patients wed loud or tedious 
talk. 


The hospital staff, on their part, should realise the “— 
tance of the comfort which visits bring to the patients. Sick- 
ness and hospitalisation dislocate the everyday relationship of 
the patient with his family members and others. Family ten- 
sions may also have had a share in causing or aggravating the 
condition of the patient and hence it is important that proper 
facilities be provided for visits, especially of family members. 
The hospital personnel must know how to enforce regulations 
with gentleness ‘and to make prudent exceptions when neces- 

sary. 


C Sacrament of Reconciliation 


The sacrament of Confession which sick people often receive 
should not be considered enly as a remedy for the soul. Its 
relation to the whole process of healing should be understood. 


Sin is not an accidental crossing of a dangerous boundary, 
or the violation of taboo. But it has an essegtially personal 
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dimension. By sinning, we suffer in our interpersonal relation- 
ships: we are alienated from God and our neighbour and we 
suffer a disharmony within ourselves. 


Not every sickness is the result of personal sin. Still, in 
many cases the sense of guilt and alienation resulting from 
sin produces emotional tensions which may manifest them- 
selves in neuroses or somatic symptoms like peptic ulcers, head- 
aches, etc. ‘Guilt-producing behaviour, negative emotions, etc. 
tend to throw the body into a precarious position, to disturb 
necessary homostasis, and to make the person more susceptible 
to the ravages of germs and bacteria, which up to this time 
have been kept under control by various natural barriers.’1 
At times, a disease arising from merely organic causes is ag- 
gravated by emotional stress arising from personal failure to 
respond to the call of love, which is sin. At other times, the 
weight of guilt or the sense of alienation from God and neigh- 
bour leads to pessimism which preyents the patient from 
trustfully responding to treatment or from having a warm per- 
sonal relationship with the doctor or nurse. ; | 


Hence reconciliation is an integral part of the wholing 
or healing process. Reconciliation is a complex and continuous 
activity. It should start by the person facing up to his res- 
ponsibilities and his admitting his failures before God and his 
conscience. This should lead to his acknowledging his fault 
to those whom he has offended, eg, in the family relationship. 
St James says: ‘Confess your sins to one another that you 
may be healed’ (5,16). 


Confession to the priest is not a substitute for daily 
reconciliation, but it is the sanctification and perfection of the 
continual effort at reconciliation by the ministry of the Church. 
In order that it might be a liberating and healing experience, 
it must be rightly understood and practised. The role of the 
priest is not to blame or pass a human judgment, but to be 


1 D. Belgum, ‘Patient or Penitent, in Religion and Medicine, ed. by the 
same author, Ames (Iowa), Iowa State University Press, 1967, pp. 
208-209. ’ 
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the medium of the saving judgment of God reconciling man 
through Christ. The priestly absolution sanctifies (sacramen- 
talises) the sorrow, confession of faults and the will to reform 
on the part of the penitent. 

1 Genuine sorrow must be clearly distinguished from 
neurotic or morbid guilt-feelings. The first, far from leading 
to paralysing anguish, opens the way to freedom and joy. 
Neurotic feeling of guilt, under -the pressure of a too rigid 
super-ego is an irrational anxiety that tends towards self- 
destruction and lack of confidence in oneself and in life gener- 
ally. Genuine sorrow is the conviction of being loved, an ex- 
perience of God’s merciful love and its capacity to transform 
one’s life. — | 

Conversion means a return, a joyous home-coming and a 
re-establishment of loving relations with ofie’s fellowmen. It 
is to regain the capacity to discern the loye of God. in every- 
thing even the most painful. Thus the suffering of sickness 
is transformed into a potentiality of love and sacrifice. 

2 Confession of sins is not an anxious and meticulous 
narration of faults. It is, first of all, a confession or profession 
of faith in the loving mercy of God. Further admission of 
guilt dispels the darkness of sin. It helps to break through 
the crust of self-justification which creates a source of unrest 
within oneself and a barrier. to secuye inter-personal relation- 
ships with others. Humble confession before the ecclesial 
community releases the sinner from his solitude and enfolds 
him in the solidarity of truth- and love. As superfluous defence 
mechanisms can be dispensed with, energies are liberated for 
reconstruction of personality. The importance of this for the 
process of healing is manifest. 

The confession of sins should be spontaneous and simple. 
Only really grave sins implying a fundamental option against 
God have to be confessed. But it is good to confess whatever 
causes spiritual’ unrest, emphasizing selfish attitudes rather than 
detailed external happenings. A sick person especially should 
avoid anxious introspection which is more a ‘dialogue with self’ 
than a loving dialogue with God. , . 
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Every convenience should be provided to the patients 
to profit from this means of peace and joy. Proper privacy 
should be provided. The priest should give a patient hearing 
to what the patient has to say. He should be encouraging 
rather than stern and legalistic. Every penitent must be al4 
‘lowed to express himself in his own way and with the limita- 
tions that are caused by the weakness of illness. The chaplain, 
should see that he or another priest is available at the bed- 
side or the hospital chapel according to the desire and’ con- 
venience of the patients. 


3 The basic reparation for sin is the proper acceptance 
of all the trials which God sends—‘whatsoever you shall do 
and suffer,’ as is well expressed in the prayer of absolution. 
Uniting one’s suffering with the passion of Christ for the 
salvation of the World is the main ‘penance’ of the sick per- 
son. If the priest prescribes some prayer, it is to be said as 
a petition for God’s grace in order to make one’s suffering 
salvific for oneself and others. é | 


D Anointing of the Sick 


1 Christ communicated to his disciples the ministry of 
healing. Jesus went about the towns and villages: ‘healing 
every disease and- every infirmity’ (Mt. 9,35). He communicat- 
ed this power to the Apostles (Mt. 10,1), who we are told, 
‘anointed with oil many that were sick and healed them’ (Mk 
6,13; of. Lk. 9,1-2,6). 4 


Christ has not abolished sickness or death. But having 
overcome the power of sin, he has also triumphed over their 
effects. Now sickness has lost its quality of being a curse. It 
can be made redemptive, enabling the disciple of Christ to 
be conformed to his passion and be a witness to the power 
of his: resurrection. This triumph over the evil of sickness is 
accomplished in the Church by all her members in different 
ways. The medical personnel bring their skill and devotion 
to restore health. The family and friends bring consolation. 
All bring the power of prayer that arouses confidence and 
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the will to be healed. All these activities are crowned and 
sanctified by the sacraments: of the Church. 


The Anointing of the Sick is the special sacrament that 
blesses and sanctifies the whole process of healing and com- 
forting the sick person. Its foundation is seen in the mission 
of Christ and the words of the Apostle James: ‘Is any among 
you sick? Let him call for the elders of the Church, and let 
them pray over him, anointing him with oil .in the name of 
the Lord; and the prayer of faith will save the sick man and 
the Lord will raise him up; and if he has committed sins, 
he will be forgiven’ (5,14-15). 


Nothing in this text suggests that anything other than 
bodily sickness is meant. However, according to the Hebrew 
mind, the subject of the anointing is) the complete sick person 
—body and soul—and its effect is the restoration of the whole 
man, again bodily and spiritually. 

2 Sacrament of Anointing. As there is a sacrament to 
help us at each important stage of life, this sacrament is meant 
for the time of serious sickness. ‘It prolongs the concern which 
the Lord himself showed for the bodily and spiritual welfare 
of the sick, and which he asked his followers to show also.’ 
(Introduction to the New Rite of Anointing, No. 44) 


Unfortunately, for the past many centuries, it was thought 
that this sacrament was meant only as a help to die well, 
if not as a mere ritual to be performed on the dying. This 
idea arose because in the Middle Ages people having a too 
disjunctive idea of the relationship between body and soul, 
could not understand how a spiritual sacrament could have 
an effect on bodily sickness. Recently, however, there has 
been a happy revival of the original significance of the sacra- 
ment about which all those who are connected with the sick 
should be aware. 


3 Subject of the sacrament. The Constitution on the 
Liturgy of Vatican II declared that this sacrament is more 
fittingly called ‘the Anointing of the Sick’ and is not reserved 
for those who are at the point of death, ‘Hence as soon as any- 
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one of the faithful begins to be in the danger of death from sick- 
ness or old age, the appropriate time for him to receive the 
sacrament has certainly already arrived. Any serious sickness 
involves such a “‘beginning of the danger of death.’’’ (Art. 73). 


The Introduction to the New Rite emphasises that ‘special 
care should be exercised in seeing that those who are danger- 
ously ill receive. the sacrament’ and that ‘it is certainly ap- 
propriate for a Christian to receive it as soon as he begins to 
be in the danger of death from sickness or old age.’ It is 
sufficient that death be considered ‘a possible outcome, even 
though medical treatment offers hope of a cure’ (No. 8). 


In case of cancer, the anointing may be done as soon as 
malignancy is diagnosed. It should help either in possible re- 
covery or in supporting the patient during the long and painful 
illness. It can be repeated when the disease enters a critical 
phase. 


Sick persons should be encouraged to ask for the sacra- 
ment on their own initiative. They should not think that it 
is necessarily the herald of death! As far as possible, it should 
be given at a time the sick person can take part in the cele- 
bration consciously and actively. It is not proper to put off 
the anointing till all hope of recovery ’.is lost or the death 
process has already begun. This would be a misuse of the 
sacrament (Intr. 13). But still, those who are in terminal 
coma may be anointed if their way of life someway implied 
a desire for the Church’s ministry at the critical stage of their 
life. It is true that the fruitful reception of a sacrament im- 
plies personal appropriation of the grace offered. But we are 
never sure of the internal reaction of the one who is un- 
conscious, 


It has been the practice to administer the sacrament even 
half an hour to two hours after what was called ‘apparent 
death,’ depending on whether the death was gradual or sud- 
den, hoping that the sacrament might still be of benefit to 
the person at the last hour. While being -careful to avoid 
scandal ‘or a false magical view of the sacrament, it may per- 
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haps still be given conditionally within some minutes of death 
determined by older criteria which are defective, and hence 
real death might not yet have occurred. According to the In- 
troduction to the Ritual, the sacrament is not to be. given if 
the person gives no sign of life. 

The sacrament may be repeated if the sick person recovers 
and then has a relapse, or if in the same sickness there is a 
new crisis (Intr. No. 9). 

‘A sick person should be anointed before surgery when- 
ever a dangerous illness is the reason for the surgery.’ (No. 10) 


‘Old people may be anointed if they are clearly weak 
even though no dangerous illness has been diagnosed.’ (No. 11) 


‘Sick children may be anointed if they have use of reason 
and need the strength and consolation of the sacrament.’ 
(No. 12) 

4 Effect of the sacrament. “The ‘Aesintinis of the Sick is 
one of the seven sacraments of thé New Covenant by which 
we principally participate in the paschal mystery of the death 
and resurrection of Christ. The sacramental grace ‘of anoint- 
ing is directed to the total ‘saving’ or ‘raising up’ of the sick 
person. The spiritual comforting normally reacts on the physical 
condition of the patient because of the interaction of bodily 
and spiritual dispositions in the psychosomatic unity and totali- 
ty of man. , 

The way this works is necessarily mysterious. Anyway, the 
sacrament is not to be understood as a substitute for medicine, 
which has its proper role in the process of healing. Nor is it 
a miraculous intervention of God. But it confers an increase 
in divine grace and together with it the infused virtues and 
gifts of the Holy Spirit. These counteract the spiritual dis- 
abilities that serious sickness normally entails, which results 
in the spiritual comforting and strengthening of the whole per- 
son, including the body. According to the Introduction to the 
Ritual, ‘the proper grace of this sacrament gives strength te the 
sick person. This grace endows him with God-given peace of 
soul to bear his suffering. It also effects the forgiveness of his 
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sins, if this is necessary. And, if God so wills it, the sacra- 
ment can even effect a total restoration of physical health. 
(No. 6) 

Physical recovery may not always result. Even then, the 
sacramental grace does not fail, but contributes to the definitive 
salvation of the Christian; by sharing in the death and resur- 
rection of Christ. It then provides the ‘grace to make a final 
and decisive choice for God. 

The Anointing of the Sick brings out the Christian doctrine 
of the redemption of the whole man which rejects the false 
opposition between body and spirit. Through it, sickness ceases 
to be a merely negative factor in life, but becomes an oppor- 
tunity for growth in Christian love and fortitude. While the 
Church brings her sacramental comfort to her sick members 
through the rite of Anointing, ‘she exhorts them to contribute 
to the welfare of the People of God by associating themselves 
freely with the passion and death of Christ.’2 


As the sacrament of Anointing sanctifies the whole pro- 
cess of healing, it is not without an effect on all those who 
care for the sick person. These must welcome the blessing of 
the Church on their efforts and must try, as far as possible, 
to be present and participate in the celebration of the sacrament. 


5 Rite of the sacrament. The anointing is done with oil, 
which with its properties of sweetness, penetration and re- 
freshment is most apt to signify the effects of the sacrament. 
Till now, olive oil had to be used since it was the universal 
therapeutic agent in the cradle of Christianity. Now, accord- 
ing to circumstances any other vegetable oil may be used. 


The oil should be blessed. This is ordinarily done by the 
bishop during the Chrism Mass on the day of the Lord’s Supper 
to signify the link of this sacrament with the supreme redemptive 
gift of the Eucharist. But it may be blessed by a priest when 
the sacrament is administered during Mass, or when circum- 
stances indicate that the blessing ‘instruct or comfort the sick 


2 Vatican II, Constitution on the Church, Art. 11, 
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person and others who are with him’ (Intr. No. 21). In this 
case it may be supplied by the family or hospital. It would 
be an excellent idea for the bishop to visit the hospital on St 
Luke’s Day and bless not only the oil for anointing, but also 
the medicines and instruments through which God restores the 
health of man by the devoted efforts of medical personnel. 


The anointing is now done on the forehead and the hands. 
In case of necessity, it is sufficient that a single anointing be 
given on the forehead or, if this is not possible, on another 
suitable part of the body. 

The new formula accompanying the anointing brings out 
more clearly the meaning of the rite as sacrament of the sick: 
‘Through this holy anointing and his great love for you, may 
‘the Lord help you with the grace of the Holy Spirit, so that 
being freed from sin (meaning ‘from the power of sin’’), he 
might save you, and graciously raise you.’ ‘Save’ and ‘raise’ 
with the background of James 5,15, means the comforting of 
the whole man, including physical recovery if such is the will 
of God. 

St James declares: ‘The prayer of faith will save the sick 
man’ (5,15). So like the other sacraments, the Anointing of the 
Sick is also a sacrament of faith. Just as the Lord demanded 
faith before healing anyone, he now demands the same in the 
sacrament. Hence there is a short liturgy of the Word in the 
new ritual. The proclamation of God’s word is meant to evoke 
and nourish faith. This faith is important both for the one who 
administers the sacrament and for the one who receives it. 
‘The sick man will be saved by a faith that looks to the Cross 
(which is the source of the sacrament’s power) and looks ahead 
to the Kingdom to come (which is pledged in the sacraments)’ 
(Intr, No. 7). 

6 Prayers after the Anointing. A welcome feature of 
‘the New Ritual is a choice of prayers after the anointings. 
There are prayers for a sick person, for one advanced in age, 
when the sick person is in great danger, for one about to 
die. This makes the liturgical rite more authentic. 
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7 Communal celebration of the sacrament. All the sacra- 
ments should be ideally celebrated in a community setting. 
The New Rite makes provision for such a celebration. (i) 
During Mass, when the condition of the sick person permits 
and when Holy Communion is to be received. It can take 
place in the Church, or, with the permission of the bishop, 
in the home of the sick person or in the hospital. The cohcern 
of the whole community would be expressed by the support 
and prayers of those gathered for the Eucharistic celebration. 
The sick would feel that they ‘belong’ to the ecclesial commu- 
nity and are not ‘cut off’ through illness. It could also be very 
instructive for all present and show the value of suffering 
patiently borne in the life of a home, parish or community. (ii) 
On the occasion of a pilgrimage or any large gathering in which 
there are at least some seriously sick. This has already been 
frequently done at Lourdes with great fruit. It can bring home 
to the gathering the significance of the sacrament and the role 
of the community in the ministry of comforting the sick. 


E Sacrament of Christian Communion 


1 Mass and Communion of the sick. The Holy Eucharist is 
the centre of the life and worship of the Church. It is the 
principal way in which we share in the redemptive mystery 
of Christ. Through its celebration the individual members of 
the Church are gathered into one People of God, every wall 
of separation and alienation is broken down, and each one is 
called to go out to others ‘in a spirit of Service and sacrifice. 
The g¢elebration of the Eucharist then is the summit of the 
Church’s healing activity. ; . 


The patients in the hospital should be provided with every 
facility to take part in the Eucharistic celebration. With the 
permission of the bishop, the celebration may be had in the 
homes of the sick and the aged. | 

Sick persons must be offered the opportunity of receiving 
Holy Communion frequently, especially during the Easter 
season. The relation of the sacrament to the Eucharistic cele- 
bration of the paschal mystery must be emphasised so that 
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the sick person is intiited with the suffering and glory of Christ. 

The sacrament should be understood, not only as a comforting 

union with Christ, but as a sign and means of communion with 

others so that the spirit of union may act as a healing power in 

the sick. | 

; Communion may be given under the species of wine if 
allergy to wheat or any other reason requires it. 


2 Holy Viaticum. This is the real sacrament of the dying. 
Christian tradition stresses the importance of receiving the 
Eucharistic Body and Blood of Christ at the moment of death 
_as the spiritual food for the last momentous journey, and pledge 
of final encounter with the Lord and of the fulfilment of the 
resurrection. The new Ritual. even speaks of the obligation to 
receive the Viaticum when one is in immediate danger of 
death from any cause. The administration should not be de- 
layed so that the faithful are nourished by it while still in full 
' possession of their faculties (No. 27). 


As the Viaticum is a special participation in the —e 
mystery, whenever possible, it should be received during Mass 


so that the sick person may also conveniently receive it under. 


both species (No. 26). It is also recommended that the Chris- 
tian renew the profession of faith made at Baptism (No. 28). 


If no priest is available, Viaticum may be brought to the 
dying person by a deacon or by another of the faithful ap- 
proved by the bishop (No. 29). 


F Counselling the Sick 


We have already noted that sickness is often a symptom of an 
unresolved psychic problem and that even a somatic illness 
brings with it various psychological tensions. Hence the inte- 
gral process of restoring or healing the person within himself 
and in relation to society calls for the help to resolve these 
problems. 


This is done by the informal and formal counselling, the 
first is an understanding and empathetic attitude of the mem- 
bers of the medical team who pay attention to the human prob- 
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lems of the patient in all their contact with him. The nurse 
especially can do a lot by just listening to the patient when 
he needs someone to whom he can express his feelings and 
from whom he can experience some understanding and ac- 
ceptance. 

Formal counselling is the same but courdwcted by a trained _ 
person with a clear goal and approach. With Fr Charles A. 
Curran, it may be defined as ‘a definite relationship when, 
through the counsellor’s sensitive understanding and _ skilful 
responses, a person objectively surveys the past and present 
factors which enter into his personal confusions and conflicts, 
and at the same time recognises his emotional reactions so that 
he not only chooses better ways to reach, his reasonable goals, 
but also has sufficient confidence, courage and moderation to 
act on these choices.’3 


One of the most effective methods is Client-centred Ther- 
apy or Non-directive Counselling developed by Carl Rogers.4 
It presumes that the individual has within himself a sufficient 
capacity to deal constructively with all these aspects of his life 
which can come into awareness, provided the proper atmos- 
phere is created to release his inner potential for growth in 
freedom and responsibility. The main approach of the coun- 
sellor consists in listening, responding and accepting the per- 
son in a non-judgmental manner. As its name indicates, it is 
client-centred and not problem-centred. | 


The principal role of the counsellor is to create the atmos- 
phere in which the client himself can work out his own under- 
standing and cope with his present and future problems. The 
interpersonal relationship between the counsellor and him is 
mainly characterised by trust which brings emotional security. 


The counsellor should have empathetic understanding, ie, 
enter Reeth | into the world of the patient, establish rap- 


3 Counselling in Caidielie Life and Education, New York, Macmillan, 
1952, p. 451. 

4 Cf. Client-contead Therapy, Boston, Houghton-Miffin, 1965; On Be- 
coming a Person, ibid, 1961. 
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port with him and be sensitive to the emotional needs of the 
patient. He should show real interest and concern, paying un- 
divided attention to his efferts at self-awareness and liberation 
from anxieties, compulsions and inhibitions. Hence experts in 
counselling stress the paramount importance of friendly, im- 
terested and respectful listening—not merely hearing the words, 
but picking ,up the tones of voice and expression on the face 
and thereby trying to get below the verbal expression to its 
real significance for the client. This will lead to personality 
growth implying acceptance of reality, including one’s poten- 
tialities and limitations, emotional control and more satisfying 
interpersonal relationships.5 


There are some crisis situations in the course of the sick- 

~ ness itself that specifically call for counselling, eg, choice of 
therapy, an operation, approach of death. Several types of ill- 
ness bring with them characteristic stresses and tensions which 
need to be handled delicately by the hospital staff in general, 
and in aggravated cases by the specialised counsellor. 


Pastoral counselling specifically includes the spiritual di- 
mension of relationship to God as a cali to divine sonship and 
to brotherhood as children of God. Thereby inner harmony 
and growth as well as relations with others acquire the deep- 
est foundation and support. Pastoral counselling more explicit- 
ly handles problems of faith and morality and hence gives or 
restores a profound direction to life. The pastoral counsellor 
need not necessarily be a priest, but he or she presents him- 
self as a brother or sister in Christ in deep solidarity. 


Still, the chaplain who is a priest and hence specially 
deputed to bring the healing power of grace to the sick person, 
is particularly suited to exercise the role of pastoral, counsellor. 

The chaplain should be considered a member of the pro- 
fessional team in any health care facility. He not only brings 
spiritual comfort to the sick and thus contributes to the pro- 
cess of healing, but he inspires and sustains the efforts of the 


5 "See Harshajan Pazhayatil, Counselling and Hospital Care, Bharanan- ' 
ganam (South India), Assisi Ashram, 1973. 
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other members of the team. The chaplain may be called upon 
to give spiritual direction to some patients or members of the 
staff. This consists in enabling the person to discern the move- 
ments of the Holy Spirit and make free response to his in- 
spirations. | 

It is highly desirable that a fully trained social worker be 
attached to each hospital. His or her role is to handle the 
personal problems that trouble the patient and may hamper 
speedy recovery, eg, unemployment, poor income, bad hous- 
ing, strained family relationships and also anxieties and other 
emotional problems. The task of the social worker largely 
coincides with that of the counsellor, but he may also have to 
attend to practical problems like those of employment and re- 
habilitation of the patient. His activity extends itself to the 
family and others with whom the patient is closely linked so 
that he might be able to be reintegrated fully into society. As 
the sphere of activity of the chaplain and social worker often 
overlap, there is need for intelligent cooperation, having al- 
ways in view the interests of the patient. In the present situa- 
tion in India, a religious sister is admirably suited to fulfil the 
function of the social worker. Especially due to the shortage 
of priests, she could also largely take over the role of the chap- 
lain, excepting the specifically sacramental ministry. 


~ 
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APPENDIX 


. ~ Documentation 


- 


1 OATH OF HIPPOCRATES 


‘I swear by Apollo Physician, by Asclepius, by Health, by 
Panacea, and by all the gods and goddesses, making them my 
witnesses, that I will carry out, according to my ability and 
judgment, this oath and this indenture. To hold my teacher 
in this art equal to my own parents; té& make him partner in 


‘my livelihood; when he is in need of money to share mine. with 


him; to consider his family as my own brothers, and to teach 
them this art, if they want to learn it, without fee or indenture. 


‘To impart precept, oral instruction, and all other. instruc- 
tion to my own sons, the sons of my teacher, and to indentured 
pupils who have taken the physician’s oath, but to nobody else. 


‘I will use treatment to help the sick according to my 
ability and judgment, but never with a view to injury and 
wrong-doing. Neither will I administer a poison to anybody 
when asked to do so, nor will I suggest such a course. Sim- 
ilarly, I will not give to a woman a pessary to cause abortion. 
But I will keep pure and holy both my life and my art. 


‘I will not use the knife, not even, verily, on sufferers, from 
stone, but I will give place to such as are craftsmen therein. 
Into whatsvever houses I enter, I will enter to help the sick, 
and I will abstain from all intentional wrong-doing and harm, 
especially from abusing the bodies of man or woman, bond 
or free. . 

‘And whatsoever I shall see or hear in the course of my 
profession, as well as outside my profession in my intercourse 
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with men, if it be what should not be published abroad, I will 
never divulge, holding such things to be holy secrets. 

‘Now, if I‘carry out ¢his oath, and break it not, may I 
gain for ever reputation among all men for my life and for 
my art; but if I transgress it and forswear myself, may the 
opposite befall me.’ 


¢ THE DECLARATION OF GENEVA 


(Adopted by the World Medical Association, at Geneva, 
September, 1948.) 


At the time of being ‘admitted as a member of the medical 
profession: | | 

1 I solemnly pledge myself to consecrate my life to the 
service of humanity; 

2 I will give to. my teachers the respect and gratitude 
which is their due; 

3 1 will practise my profession with conscience and 
dignity; 

4 The health of my patient will be my first consideration; 

5 I will respect the secrets which are confided in me; 

6 I will maintain by all the means in my power, the 
honour and the noble traditions of the medical profession; 

7 My colleagues will be my brothers; 

8 I will not permit considerations of religion, national- 
ity, race, party politics or social standing to intervene betwee 
my duty and my patient; ) 

9 J will maintain the utmost respect for human life, fro 
the time of conception; ; 

10 Even under threat, I will not use my medical know 
ledge contrary to the laws of hymanity. 

I make these promises solmenly, freely and upon m 
honour. 
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3 INTERNATIONAL CODE OF MEDICAL ETHICS 


(Adopted by the World’ Medical Association, at London, 
bit 3 October, 1949.) 


Duties of Doctors in General 


A doctor must always maintain the highest standards of pro- 
fessional conduct, : 


A doctor must not allow himself to be influenced merely 
hy motives of profit. : 
The following practices are deemed unethical: 


(i) Any self-advertisement except such as expressly author- 
ised by the national code of medical ethics. | 

(ii) Taking part in any plan of medical care in which the 
doctor does not have professional independence. | 

(iii) To receive any money in connection with services - 
rendered to a patient other than the acceptance of a proper 
p-ofessional fee, or to pay any money in the same circumstances, 
without the knowledge of the patient. 


Under no circumstances js a doctor permitted io do any- 
thing that would weaken the physical or mental resistance of 
a human being, except from strictly therapeutic or prophylactic 
indications imposed in the interest of the patient, 

A doctor is advised to use Sreat caution in publishing dis- 
Coveries. The same applies to methods of treatment whose 
value is not recognised by the profession, 

When a doctor ‘is called upon to give evidence or a certi- 
ficate he should only state that which he can verify, 


Duties of Doctors to the Sick 


A’ doctor must always bear in mind the importance of pre- 
serving human life from the time of conception until death. 


“A doctor owes to his patient complete loyalty and all the 
resources of his science. 


Whenever an. examination or a treatment is beyond his 
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capacity, he should summon another doctor who has the nec- 
essary ability. 

A doctor owes to his patient alisolute secrecy on all which 
has been confided to him or which he knows because of the 
confidence entrusted to him. 

A doctor must give the necessary treatment in emergency, 
unless he is assured that it can and will be given by others. 


Duties of Doctors to Each Other 


A doctor ought to behave to his colleagues as he would have 
them behave to him. | 
A doctor must not entice patients from his colleagues. 


A doctor must observe The Declaration of Geneva approved 
by the World Medical Association. 


4 THE DECLARATION OF HELSINKI 


(Ethical Code on Human Experimentation, adopted by the 
- World Medical Association, June, 1964.) ‘ 


Introduction 


It is the mission of the doctor to safeguard the health of the 
people. His knowledge and conscience are dedicated to th 
fulfilment of this mission. 

The Declaration of Geneva of the World Medical Associa 
tion binds the doctor with the words: ‘The health of my patien 
will be my first consideration’ and the International Code o 
Medical Ethics declares that “Any act or advice which coul 
weaken physical or mental resistance of a human being ma 
be used only in his interest.’ 

Because it is essential that the results of laboratory e 
periments be applied to human beings to further scienti 
knowledge and to help suffering humanity, the World Medi 
Association has prepared the following recommendations 4s 
guide to each doctor in clinical research. It must be stress 
that the standards as drafted are only a guide to physici 
all over the world. Doctors are not relieved from crimizal, ci 
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and ethical responsibilities under the laws of their own 
countries. . } 


In the field of clinical research a fundamental distinction 
must be recognised between clinical research in which the aim 
is essentially therapeutic for a patient, and the clinical research, 
the essential object of which’ is purely scientific and without 
therapeutic value to the person subjected to the research. 


I: Basic Principles 


1 Clinical research must conform to the moral and scientific 
punciples that justify medical research and should be based on 
laboratory and animal experiments or other scientifically es- 
tablished facts, | 


2 Clinical research should be conducted only by scienti- 
fically qualified persons and under the supervision of a quali- 
fied medical man. 


3 Clinical research cannot legitimately be carried out un- 
less the importance of the objective is in proportion to the 
inherent risk to the subject. 


4 Every dinical research project should be preceded by 
careful assessment of inherent risks in comparison to foresee- 
able benefits to the subject or to others. 


5 Syecial caution should be exercised by the doctor in’ 
performirg clinical research in which the personality of the 
subject is liable to be altered by drugs or experimental pro- 
cedure. , 7 


II Clinical Research Combined with Professional Care 


1 In the treatment of the sick person, the doctor must be free 
to use a new therapeutic measure, if in his judgment it offers 
hope of saving life, re-establishing health, or alleviating suffer- 
ing. | 

/ If at all possible, consistent with patient psychology, the 
/ doctor should obtain the patient’s freely given consent after 
the vatient has been given a full explanation. In case of legal 
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incapacity, consent should also be procured from the legal 
guardian; in case of physical incapacity, the permission of the 
legal guardian replaces that of the patient. 


9 The doctor can combine clinical research with profes- 
sional care, the objective being the acquisition of new medical 
knowledge, only to the extent that clinical research is justified 
by its therapeutic value for the patient. : 


III Non-Therapeutic Clinical Research 


1 In the purely scientific application of clinical research cer- 
ried out on a human being, it is the duty of the doctor to re- 
main the protector of the life and health of that person on 
whom clinical research is being carried out. 


2 The nature, the purpose and the risk of clinical research 
must be explained to the subject by the doctor. 


8_ Clinical research on a human being cannot be un- 
dertaken without his free consent after he has been informed; 
if he is legally incompetent, the consent of the legal guardian 
should be procured. ™ 


3b The subject of clinical research should be in such a 
mental, physical and legal state as to be able to exercise fully 
his power of choice. ; 


8¢ Consent should, as a rule, be obtained ia writing. 
However, the responsibility for clinical research aways. re- 
mains with the research worker; it never falls on the subject 
even after consent is obtained. 


4a The investigator must respect the right of each in- 
dividual to safeguard his personal integrity, especially if the 
subject is in a dependent relationship to the investigator. 

‘4b At any time during the course of clinical research 
the subject or his guardian should be free to withdraw per- 
mission for research to\be continued. 

The investigator eor the investigating team should discon- 
tinue the research if, in his or their judgment, it may, if con- 
tinued, be harmful to the individual. | 


214 


5 CODE OF MEDICAL ETHICS 
OF THE MEDICAL COUNCIL OF INDIA 


" General Principles 


1 Character of the Physician — 


The prime object of the medical profession is to render service 
to humanity; reward or financial gain is a subordinate con- 
sideration. Whosoever chooses this profession, assumes he 
obligation to’conduct himself in accord with its ideal. A physi- 
cian should be an upright man, instructed in the art of heal- 
ing. He must keep himself: pure in character and be diligent 
in caring for the sick. He should be modest, sober, patient, 
prompt to do his whole duty without anxiety; pious without 
going so far as superstition, conducting himself with propriety 
in his profession and in all the actions of his life. 


2 The Physician’ s Responsibility 


The principle iiiective of the medical profession is to render 
service to humanity with full respect for the dignity of man. 
Physicians should merit the confidence of patients entrusted 
to their care, rendering to each a full measure of service and 
devotion. Physicians should try continuously to improve medi- 
cal knowledge and skill and should make available to their 
patients and colleagues the benefits of their professional at- 
tainments. The physician should practise methods of healing 
founded on scientific basis and should not associate profes- 
sionally with anyone who violates this principle. The honoured 
ideals of the medical profession imply that the responsibilities 
of the physician extend not only to individuals but also to 
society. a ‘ 


3 Advertising 


Solicitation of patients directly or indirectly, by a physician, by 
groups of physicians or by institutions or organisations is un- 
ethical, A physictan shall not make use of or aid or permit 
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others to make use of him (or his name) as subject of any 
form or manner of advertising or publicity through lay chan- 
nels either alone or in conjunction with others which shall be 
of such a character as to invite attention to him or to his pro- 
fessional position, skill, qualification, achievements, attainments, 
specialities, appointments, associations, affiliations or honours 
and/or of such character as would ordinarily result in his 
self-aggrandisement nor shall he give to any person whosoever, 
whether for compensation or otherwise, any approval, recom- 
mendation, endorsement, certificate report or statement with 
respect of any drugs, medicine, nostrum, remedy, surgical or 
therapeutic article, apparatus or appliance or any commer- 
cial product or article with respect of any property, quality 
or use thereof or any test, demonstration of trial thereof, for 
use in connection with his name, signature, or photograph in 
any form or manner of advertising through lay channels nor 
shall he boast of cases, operations, cures or remedies or per- 
mit the publication of report thereof through lay channels. 
A medical practitioner is permitted a formal announcement 
in press regarding the following:— 

(i) On starting practice; (ii) on change of type of prac- 
tice; (iii) on changing address; (iv) on temporary absence of 
duty; (v) on resumption of practice; (vi) on nbeononies to an- 
other practice. 


4 Payment of Professional Services 


The ethical physician, engaged in the practice of medicine, 
limits the sources of his income received from professional 
activities to services rendered the patient. Remunerations re- 
ceived for such services should be in the form and amount 
specifically announced to the patient at the time the service 
is rendered. It is unethical to enter into a contract of ‘no 
cure, no payment.’ 


5 Patent and Copyrights 


A physician may patent surgical instruments, appliances and 
medicine or copyright publications methods and procedure. 
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The use of such patents or copyright or the receipt of re- 
muneration from them which retards or inhibits research or 
restrict the benefits derivable therefrom are unethical. 


6 Running an Open Shop (Dispensing of Drugs and Appliances 
by Physicians) $ : 


A physician should not run an open shop for sale of medicine, 
for dispensing prescriptions prescribed by doctors other than 
himself or for sale of medical or surgical appliances. It is 
not unethical for a physician to prescribe or supply drugs, 
remedies or appliances as long as there is no exploitation of 
the patient. | 


7 Rebates and Commission 


A physician shall not give, solicit, or receive nor ‘shall he offer 
to give, solicit or receive, any gift, gratuif¥, commission OF . 
bonus in consideration of or in return for the referring, recom- 
mending or procuring of any patient for medical, surgical or 
other treatment. A physician shall not directly or by any sub- 
terfuge participate in or be a party to the act of division, 
transference, assignment, sub-ordination, rebating, splitting or 
refunding of any fee for medical, surgical or other treatment, 


The provisions of this para shall apply with equal force to 
the referring, recommending or procuring by a physician or 
any person, specimen, or material for diagnostic, or other 
study or work. Nothing in this section, however, shall pro- 
hibit payment of salaries by a qualified physician to other 
duly qualified persons readering medical care under his super- 
vision. 

8 Secret Remedies 
The prescriptions or dispens sing by a physician of secret medi- 
cine or other secret remedial agents of which he does not 


know the composition, or the manufacture or promotion of 
their use is unethical. 
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9 Evasion of Legal Restrictions 


The physician will observe the laws of the country in regulat- 
ing the practice of medicine and will not assist others to evade 
such laws. He should be cooperative in observance and en- 
forcement .of sanitary laws and regulations in the interest of 
public health. A physician should observe the provisions gf 
the State Acts like Drugs Act, Pharmacy Act, Poisonous and 
Dangerous Drugs Act and such other Acts, Rules, Regula- 
tions made by the Central Govt/State Govt or local Administra- 
tive Bodies for protection and promotion of public health. 


Duties of Physicians to Their Patients 
10 Obligations to the sick | 


Though a physician is not bound to treat each and everyone 
asking his serviges except in emergencies for the sake of 
humanity and the noble traditions of the profession, he should 
not only be ever ready to respond to the calls of’ the sick 
and the injured, but should be mindful of the high character 
of his mission and the responsibility he ‘incurs in the discharge 
of his professional duties. In his ministrations, he should never 
forget that the health and the lives of those entrusted to his 
care depend on his skill and attention. A physician should 
endeavour to add to the comfort of the sick by making his 
visits at the hour indicated to the patients. 


1] Patience, Delicacy and Secrecy 


Patience and delicacy should characterise the physician. Con- 
fidences concerning individual or domestic life entrusted by 
patients to a physician and defects in the disposition or char- 
acter of patients observed during medical attendance should 
never be revealed unless their revelation is required by the 
laws of the State. Sometimes, however, a physician must 
determine whether his duty to society requires him to employ 
knowledge, obtained through confidences to him as a physi- 
cian, to protect a healthy person against a communicable 
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disease to which he is about to be exposed. In such instances, 
the physician should act as he would desire another to act 
toward one of his own family in like circumstances. 


12 Prognosis 


The physician should neither exaggerate nor minimise the 
gravity of a patient’s’ condition. He should assure himself that 
the patient, his relatives or his responsible friends have such 
knowledge of the patient's condition as will serve the best 
interests of the patient and the family. 


13 The Patient Must Not Be Neglected 


A physician is free to choose whom he will serve. He should, 
however, respond to any request for his assistance in an 
emergency or whenever temperate public opinion expects the 
service. Once having undertaken a case, the physician should 
not neglect the patient, nor should he withdraw from the 
case without giving notice to the patient, his relatives or his 
responsible friend: sufficiently long in advance of his with- 
drawal to allow them to secure another medical attendant. 
No provisionally or fully registered medical practitioner shall 
wilfully commit an act of negligence that may deprive his 
patient or patients from necessary medical care. 


Duties of the Physician to the Profession at Large 


\ 


14. Upholding the Honour of the Profession 
_ A physician is expected to uphold the dignity and honour of 
his profession. 


15 Membership in Medical Society 


For the advancement of his profession, a physician should 
affiliate with medical societies and’ contribute of his time, 
energy and mieans so that these societies may represent the 
ideals of the) profession. 
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16 Safeguarding the Profession 


Every physician should aid in safeguarding the profession 
against admission to it of those who are deficient in moral 
character or education. Physician should not employ in con- 
nection with his professional practice any attendant who is 
neither registered nor enlisted under the Medical Acts in force 
-and should not permit such persons to attend, treat or per- 
form operations upon patients in respect of matters regard- 
ing professional discretion or skill as it is dangerous to public 
health. 


17 Exposure of Unethical Conduct 


A physician should expose, without fear or favour, incompe- 
tent or corrupt, dishonest or unethical conduc? on the part 
of members of the profession Questions of such conduct should 
be considered, first before proper medical tribunals in execu- 
tive sessions or by special or duly appointed committees on 
ethical relations, provided such a course is possible and pro- 
vided, also, that the law ‘s not hampered thereby. If doubt 
should arise as to the leg:lity of the physician’s conduct, the 
situation under investigaion may be placed before officers 
of the law, and the physivian-investigators may take the neces- 
sary steps to enlist the interest of the proper authority. 


Professional Services of Physicians to Each Other 


18 Dependence of Physicians on Each Other 


There % no rule that a physician should not charge another 

physician for his services but a physician should cheerfully 
~ and without recompense give his professional services to 

physicians or his dependants if they are in his vicinity. 


19 Compensation for Expense 


'A physician should consider it as a pleasure and privilege to 
render gratuitous service to all physicians and their immediate 
family dependents. When a physician is called from a dis- 
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tance to attend or advise another physician or his dependants 
reimbursement should, however, be made for travelling and 
other incidental expenses. 


a] 


Duties of Physician in Consultation 


20 Consultation Should Be Encouraged 


In case of serious illness, especially in doubtful or difficult 
conditions the physician should request consultations. 


21 Consultation for Patient’s Benefit 


In every consultation, the benefit to the patient is of first 
importance. All-physicians interested in the case should be can- 
did with the patient, a member of his family or responsible 
friend. 


22, Punctuality in Consultetion 


Utmost punctuality should be observed by a physician in meet- 
ing for consultation. 


23 Conduct in Consultation 


In consultations, no insincerity, rivalry or envy should be in- 
dulged in. All due respect should be observed towards the 
physician in charge of the case and no statement or remark 
be made, which would ‘iampair the confidence reposed in him. 
For this purpose no discussion should be carried on in the 


presence of the patient or his representatives. 
| 


94 Statement to Patient after Consultation 


(i) All statements of the case to the patient or his eplesenta- 
tives should take place in the presence of all the phrsicians 
consulting, except as otherwise agreed; the annourerent of 
the opinion to the patient or his relations or friends shill rest 
with the medical attendant. 

(ii) Differences of opinion should not be divulge? umeces- 
sarily but when there is an irreconcilable difference ¢f ovinion 
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the circumstances should be frankly and impartially explained to 
the patient or his friends. It would be open to them to seek 
‘further advice should they so desire. 


25 Treatment after Consultation 


No decision should restrain the attending physician from making 
such subsequent variations in the treatment as any unexpect- 
ed change may require, but at the next consultation, reasons 
for the variations should be stated. The same privilege, with 
its obligations, belongs to the consultant when sent for in 
an emergency during the absence of attending physician. The 
attending physician may prescribe at any time for the patient, 
the consultant only in case of emergency. 


26 Consultant Not to Take Charge of the Case 


. When a physician has been called as a consultant, none but 
the’ rarest and most exceptional circumstances would justify 
that consultant taking charge of the case. He must not do so 
merely on the solicitation of the patient or friends. 


27 Patients Referred to Specialists 


When a patient is referred to a specialist by the attending 
physician, a statement of the case should be given to the 
specialist who should communicate his opinion in writing in 
a closed cover direct to the attending physician. 


Duties of Physician in Cases of Interference 


28 Appeintment of a Substitute 


Whenever a physician requests another physician to attend his 
patien's luring his temporary absence from his practice, pro-. 
fessional courtesy requires the acceptance of such appoint- 
ment if ‘onsistant with his other duties. The physician acting 
unde! sjth an appointment should give the utmost considera- 
tion ‘0 he interests and reputation of the absent physician. 


All ach patients should be restored to the care of the latter 
upor his return. 
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99 Visiting Another Physician’s Case 


A physician called to visit a patient who has recently been 
under the care of another physician in the same illness, should 
not take charge of, nor prescribe for such a patient except in 
a case of emergency when he should communicate to the 
former explaining the circumstances under which the patient 
was seen and treatment given, or when the physician has 
relinquished his case, or when the patient has notified such 
physician to discontinue his services. 


When it becomes the duty of a physician occupying an 
official position to see and report upon an illness or injury, 
he should communicate to the physician in attendance so as 
to give ‘him an eption of being present. The medical officer 
should avoid remarks upon the diagnosis or the treatment that — 
has been adopted. ‘ 


30 Engagement for ah Obstetric Case 


If a physician agrees to attend a woman during her confine- 
ment, he must do so. Inability to do so on an excuse of any 
other engagement is not tenable except when he is already 
engaged on a similar or other serious case. When a physician 
who has been engaged to attend an obstetric case is absent and 
another is sent for and delivery accomplished, the acting physi- 
cian is entitled to his professional fees, but should secure the 
patient consent to resign on the arrival of the physician engaged. 


Duties of Physician to the Public 


31 Physicians as Citizens 


Physicians, as good citizens, possessed of special training, should 
advise concerning the health of the community wherein they 
dwell. They should bear their part in enforcing the laws of 
the community and in sustaining the institutions that advance 
the interests of humanity. They should cooperate especially 
with the proper authorities in the administration af sanitary 
laws and regulations. 
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32 Public Health 


Physicians, especially those engaged in public health work 
should enlighten the public concerning quarantine regulations 
and measures for the prevention.of epidemic and communicable 
diseases. At all times the physician should notify the constituted 
public health authorities of every case of communicable dis- 
ease under his care, in accordance with the laws, ryles and 
regulations of the health authorities. When an epidemic pre- 
vails a physician must continue his labours without regard to 
the risk to his own health. 


33 Pharmacists 


Physicians should recognise and promote the practice of phar- 
macy as a profession and should recognise the cooperation of 
the pharmacist in education of the public concerning the prac- 
tice of ethical and scientific medicine. 


Disciplinary yobs 
1 The Medical Council of India desires to bring to the notice 
of the registered medical practitioners the following statement 
upon offences and form of professional misconduct, which may 
be brought before the appropriate Medical Council for disci- 
plinary action in view of the authority conferred upon the 
Medical Council of India and/or State Medical Councils as pro- 


vided under Indian Medical Council Act, 1956, or State Medical 
Gouncil Acts as may be subsequently amended. 


2 The appropriate Medical Council may award such pun- 
ishment as deemed necessary or may direct the removal al- 
together or for a specific period! from the Register of the name 
of any registered practitioner who has been convicted or any 
such offence as implied in the opinion of the Medical Council 
of India and/or State Medical Councils, a defect of character 
or who after an enquiry at which opportunity has been, given 
to such registered practitioner to be heard in person or by 
pleader, has been held by the appropriate Medical Council to 
have been guilty of serious professional misconduct. The ap- 
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propriate Medical Council may also direct that any name so 
removed shall be restored. 


3 It must be clearly understood that the instances of 
offences and of professional misconduct which are given do not 
constitute and are not intended to constitute a complete list of 
the infamous acts which may be punished by erasure from the 
_ Register, and that by issuing this notice the Medical Council 
of India and/or State Medical Councils are in no way precluded 
from considering and dealing with any form of professional 
misconduct on the part of a registered practitioner. Circum- 
stances may and do arise from time to time in relation to which 
there may occur questions of professional misconduct which 
do not come within any of these categories. Every care should 
be taken that the code is not violated in letter or spirit. In such 
instances as in all others, the Medical Council of India and/or 
State Medical Councils have to_-consider and decide upon the 
facts brought before the. Medical Council of India and/or State 
Medical Councils. 

List 


1 Adultery or Improper Conduct or Association with a Patient, 
_ Any medical practitioner, who abuses his professional position 
by committing any adultery or improper conduct with a patient 
or by, maintaining an improper association with a patient, is 
liable for disciplinary action as provided under the Indian 
Medical Council Act, 1956, and/or State Medical Council Acts, 
as may be subsequently amended. 


2 Conviction by court of Law for offences involving moral 
turpitude. 

3 Professional Certificates, Reports and Other Documents. 
Registered practitioners are in certain cases bound by law 
to give, or may from time be.called upon or requested to give 
certificates, notification, reports and other documents, of kind- 
red character signed by them in their professional capacity for 
subsequent use in the courts of justice or for administrative 
purpose etc. 
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(i) Such Gnetiarioens' tanta among other certificates, noti- 
fications, re 

a) a: SE Acts relating to birth, death or disposal of 
the dead. 

b) Under the Acts relating to lunacy and mental defi- 
ciency and the rules made thereunder. 

c) Under the Vaccination Acts and the regulations made 
thereunder. 

d) Under the Factory Acts and the regulations made 
thereunder. 

e) Under the Education Acts. 

f) Under the Public Health Acts and the order made 
thereunder. 

g) Under the Workmen's Compensation Act. 

h) Under the Acts and order relating to the notification 
of infectious diseases. , 

i) Under the Employee's State Insurance Act. 

j) In connection with sick benefit insurance and friendly 
societies. 

k) Under the Merchant Shipping Act. 

]}) For procuring the -issuing of passports. 

m) For excusing attendance in courts of justice, in pub- 
lic services, in public offices or in ordinary employments. 

n) In connection with rural and Military matters, 

o) In connection with matters under the control of Min- 
istry of the Pensions. 

. (ii) Any registered practitioners who shall be known to 
have signed or given- under his name an authority and such 
certificate, notification report or document of a Kindred char- 
acter which is untrue, misleading or improper whether relating 
to the several matters above specified or otherwise, is liable 
to have his name erased from the Register. 

. (iii) A -registered medical practitioner shall maintain a 
Register of medical certificates giving full details of the certi- 
ficates issued. When issuing a medical certificate always enter 
the identification marks of the patient and keep a copy of the 
certificate. Do not omit to note down the signature or thumb- 
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mark, address and identification marks of the patient on the 
medical certificates or reports. 


4 Contravening the provision of the Drugs Act and re- 
gulations made thereunder. 


5 Selling Scheduled poison to the public under cover of 
his own qualification except to his patients. 


6 Performing or enabling an unqualified person to per- 
form an abortion or any illegal operation for which there is no 
medical, surgical or psychological indication. 


7 A physician should not issue certificates of efficiency 
in modern medicine to unqualified or non-medical persons. 


(Note: The foregoing does not apply so as to restrict the 
proper training and instruction of bona fide students, legitimate 
employees of doctors, midwives, dispensers, surgical attend- 
ants, or skilled mechanical and technical assistants under the 
personal supervision of physicians.) 


8 A physician should not contribute to the lay press ar- 
ticles and give interviews regarding diseases and treatments 
which may have the effect of advertising himself or soliciting 
practice; but it is open to him to write to the lay press under 
his own name on matters of public health, hygenic living or 
to deliver public lectures, give talks or the radio broadcast, 
for the same purpose and send announcement of the same to 
the lay press. 


9 An institution run by a physician for a particular pur- 
pose such as a maternity home, a sanatorium, a house for the 
crippled or the blind, etc. may be advertised in the lay press, 
but such advertisements should not contain anything more 
than the name of the institution, type of patients admitted, fac- 
ilities offered and the residential fees. Name of either the super- 
intendent or the doctors attending should not appear in the 
advertisement. 


10 It is improper for a physician to use an unusually 
large sign-board and write on it anything other than his name, 
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qualifications obtained from a University or a statutory body, 
titles and name of his speciality. The same should be the con- 
tents of his prescription papers. It is improper to affix a sign- 
board on a chemist’s shop or in places where he does not re- | 
side or work. ae 


11 Do not disclose the secrets of a patient that have been 
learnt in the exercise of your profession. Those may be dis- 
closed only in a Court of Law under orders of the presiding 
judge. . 

12 Refusing on religious grounds alone to give assistance 
in or conduct of sterility, birth control, craniotomies on living 
children, and therapeutic abortions when there is medical in- 
dication; unless the medical practitioner feels himself/herself 
incompetent to do so. 


13 Before performing an operation obtain in writing the 
consent from the husband or wife, parent or guardian in the 
case of minor, or the patient himself as the case may be. In 
an operation which may result in sterility the consent of both 
husband and wife is needed. — 


14 Do not publish photographs or case reports of your 
patients in any medical or other journal in a manner by which 
their identity could be made out without their permission. 
Should the identity be not disclosed his consent is not needed. 


15 If you are running a nursing home and if you employ 
assistants to help you, the ultimate responsibility rests on you. 


16 No physician must exhibit publicly the scale of fees. 
But there is no objection to the same being put in the phys- 
ician’s consulting or waiting room. 


17 No physician shall use touts or agents for procuring 
patients. 


18 Do nat claim to be a specialist unless you have put 
in a good few years of study and experience or have a special 
qualification in that branch. Once you say you are one, do not 
undertake work outside your speciality even for your friends. 
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6 INTERNATIONAL ETHICAL CODE OF NURSES 
(Adopted by the International Nursing Council, Mexico, 1973.) 


Preamble 


The fundamental responsibility of the nurse is fourfold: to 
promote health, to prevent illness, to restore health and to 
alleviate suffering. | 

The need for nursing is universal. Inherent in nursing is 
respect for life, dignity and rights of man. It is unrestricted by 
considerations of nationality, race, creed, colour, age, Sex, pol- 
itics or social status. 

Nurses render health services to the individual, the family 
and the community and coordinate their services with those 
- of related groups. 7 


Nurses and People 


The nurse’s primary respousibilige is to those people who re- 
quire nursing care. The nurse, in providing care, respects the 
beliefs, values and customs of the individual. 


The nurse holds in confidence personal information and 
uses judgment in sharing this information. 


Nurses and Practice | 
The nurse carries personal responsibility for nursing practice 
and for maintaining competence by continual learning. 


The nurse maintains the highest standards of nursing care 
possible within the reality of a specific situation. 

The nurse uses judgment in ‘relation to individual com- 
petence when accepting and delegating responsibilities. 


The nurse when acting in professional capacity should at 
all times maintain standards of personal conduct which reflect 
credit upon the profession. | 


Nurses and Society 
The nurse shares with other citizens the responsibility for in- 
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itiating supporting action to meet the health and social needs 
of the’ public. ; 


Nurses and Coworkers , 


The nurse sustains a cooperative relationship with coworkers 
in nursing and other fields. 


The nurse takes appropriate action to safeguard the indi- 
vidual when his care is endangered by a coworker or any other 
person. 


Nurses and the Profession 


The nurse plays the major role in determining and implement- 
ing desirable standards of nursing practice and nursing educa- 
tion. | 4 : | 

The nurse is active in developing a core of professional 
knowledge. | | 

The nurse, acting through the professional organisation, 
participates in establishing and maintaining equitable sociai 
and economic working conditions in nursing. 


7 RULES REGULATING PRACTICE OF 
NURSES AND MIDWIVES 
(Indian Nursing ‘Council) 
General 


1 The nurse shall maintain at all times the highest standards 
of nursing care and professional conduct. 


2 The nurse in her private life shall adhere to standards 
of personal ethics which reflect credit upon the profession. 


3 The nurse shall hold in confiderice all personal informa- 
tion entrusted to her. 


4 The nurse shall not solicit private practice by any form 
of self-advertisement. 


5 The nurse shall not accept any gifts of money or pres- 
‘ents of value. 


2:30 


6 The nurse shall carry out the physician’s orders intel- 
ligently and loyally; she is, however, justified in refusing to 
participate in illegal or unethical procedures. 


7 The nurse, when on duty, shall wear a washable uni- 
form and her hospital or registration badge; she shall not wear 
any jewellery. | : | 


Rules for Nurses 


1 A nurse employed in an institution or service shall work 
in accordance with the regulations prescribed by them. 


2 A nurse should be aware of her responsibilities and 
also of her limitations; she may recommend or give medical 
treatment without medical orders only in emergencies and 
should report such action to a physician at the earliest possible 
moment. 

3 A nurse on private duty should: es 

(i) Only attend to a patient who is under medical super- 
vision; she should obtain as far as possible written instructions 
from the doctor about the treatment he wishes to have carried 
out. ia 

(ii) Maintain a professional manner at all times, while 
giving sympathetic attention to the patient and other members 
of the household, she should avoid discussing her own affairs 
or those of other patients she has nursed. | 

(iii) Adapt herself to the household she enters but also 
observe regularity and method in giving nursing care and keep- 
ing records, as would be observed in « hospital. 

(iv) Take responsibilities for maintaining a hygienic en- 
vironment for the patient. } 


Rules for Midwives 


1 A midwife must observe surgical cleanliness in all her pro- 
fessional work and give particular care to the skin of her hands 
and keep her nails short and clean. She should not wear any 
rings or bangles while on duty. 
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2 The midwife should be guided by the standing orders 
_ for midwifery practice in her area. If, however, the patient is 
under the care of a medical practitioner, she should carry out 
his instructions. , 


3 The midwife should not refuse to attend a woman dur- 
ing her confinement because she has not engaged her services; 
she should attend to all emergency calls for her services. 


4 When engaged to attend delivery the midwife should: 


(i) As soon as possible interview a patient and take her 
history. : ak, 

(ii) Encourage attendance of the patient at an antenatal 
clinic or her supervision by a registered medical practitioner. 


(iii) Give the necessary advice regarding food, work, rest 
- and exercise. 


(iv) If the confinement is to take place at home, ascertain 
whether conditions in the home are satisfactory for the purpose: 
and assist the mother to take the necessary preparation. 


5 When in charge of a woman in labour the midwife 
must not leave her without giving the address where she can 
be found without delay. After the beginning of the second stage 
she must stay with the mother until the expulsion of placenta 
and membranes and as long after as may be necessary. 


6 The midwife shall be responsible for the personal clean- 
liness of the mother and-thild and shall give all necessary in- 
structions for securing their comfort and proper care during 
the lying-in period. She shall also be responsible to promote 
a hygienic environment for the mother and child. 


7 A midwife, except in the case of gross emergency, should 
not undertake any treatment which is outside the normal scope 
of her duties. The question whether in any particular case such 
treatment was justified will be judged on the facts and circum- 
stances of the case. 


8 The midwife shall not take charge ‘of any abnormal 
delivery (as defined in the standing orders) or of a delivery in 
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the case of a womian whose pregnancy has been complicated 
by disease. A midwife must report to registered medical prac- 
titioner and ask him to see all cases of illness of the mother 
or child or in case of any abnormality. becoming apparent in 
the mother or child during pregnancy, labour or the lying-in 
period. 

9 The midwife must keep records of-her observation and 
treatment of a patient during pregnancy, labour and the lying-in 
period. She shall submit such records or reports to the local 
‘supervising authority as are required by them. 


10 If a midwife has been in contact with a person, who 
is suffering from any condition which is suspected to be infec- 
tious she must carry out such measures for disinfection as are 
required by the supervising authority, : 

11 If the midwife is herself suffering from an intectious 
condition, such as a cold or sore throat, she should not attend 
to a woman during labour or the lying-in period. 


12 A midwife must give the Medical Officer of Health or 
his representative every reasonable facility for the inspection of 
her personal register of cases and other records, her bag and 
any part of her house which she uses for professional purposes. 


13 A midwife must not employ any uncertified person as 
her substitute. 3 

14 The midwife should carry out procedure as prescribed 
by the: State Nursing Council for her home visits, for the con- 
duct of delivery and after-care. The contents of her bag and 
its maintenance should be in accordance with the Council’s 
requirements. 


8 PLEDGE OF FLORENCE NIGHTINGALE 


I solemnly pledge myself before God and in the presence of 
this assembly to pass my life in purity and to practise my pro- 
fession faithfully. : 

I will abstain from whatever is deleterious or mischievous, 
and will not take or knowingly administer any harmful drug. 
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I will do all in my power to elevate the standard of my 
profession, and will hold in confidence all personal matters 
committed to my keeping, and all family affairs coming to my 
knowledge in the practice of my calling. 


With loyalty will I endeavour to aid the physician in his 
work and devote myself to the welfare of those committed to 
my care. | : ! 


4 
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Current Problems in 


MEDICAL ETHICS 


by 
GEORGE V. LOBO S.J. 


For some time, there seems to have been a conflict between 
Medicine and Ethics. But now with the rise of a new psycho- 
somatic concept of medicine and a more person-centred moral- 
ity, a dialogue between the two disciplines appears again to be 
possible and even necessary. Medicine cannot neglect the 
dimension of personal values if it strives after the genuine 
health of the whole man. Ethics, for its part, cannot function 
as an esoteric discipline of experts propounding principles and 
proposing solutions Without regard to the new developments in 
medicine and the changed situation in which patient and doctor 
are placed today. It has to respect the legitimate autonomy of 
medical science and seek to serve the medical profession in its 
~ own quest for human values. It is in this spirit, that Father 
Lobo approaches the current ethical problems in medical prac- 
tice. This book is meant to be a practical guide, though not a 
source of ready; made solutions. Its aim is to help those engaged 
- in the ministry of healing to come to conscientious decisions 


in the best intérests of the patient. a 


Fr. James S. Tong writes in the foreword: The precious 
manual, ‘Medical Ethics’, incorporating the latest healing 


related moral insights, deserves to be on the bookshelf of 
every Doctor, to be a text for schools of medicine and nursing, 


and to grace the library of every hospital, clinic and dispensary,’ 
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